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_ grants. Now it came to pass that a judge arose — 


a in the land, and Meehl was his name. The 
- Clinicians and Statisticians did congregate 


es before him, saying, Tell us, oh master, which 
among us hath righteousness. Blessed are the — 


_ did seek to laugh his adversary to scorn, but 


his laughter was troubled, and hollow the 
sound thereof. Verily, he that held forth alone 
in the beginning was hard pressed at the end, 
the Statistician not the Clini- 
cian’s gray hairs. 


version of hia paper was pre- 


sented at a symposium on clinical judgment at the 

-‘Twenty-fifth Psychological Research Conference 
of the San Francisco Bay Area, Palo Alto. Veterans 
Administration Hospital, April, 1961. 


*Research Center for Mental Health, New York 


_University, New York. This paper was written at 
“the Center for. Advanced Study in the Behavioral 
“Sciences, where I was a Fellow during 1960-1961. 


J want to thank the Center for its pleasant working 
conditions, and for the interdisciplinary stimula- 
tion that was directly responsible for this essay. I 
_am indebted to a number of colleagues for helpful 
“.eadings of an early draft, notably Merton M. Gill, 


_ peacemakers, said the judge Meehl, and he 
uttered his judgment. Whereupon the battle 

_ waxed more furious than ever, and the Statis- 
 tician did seek to cut off the Clinician’s third © 
ear with his mighty formula. And the Clinician — 
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s fogs of mysticism lay heavy upon the land. 
_ And the people suffered greatly, and cried out 
to the Clinician, Woe is unto us! But tell us, 
wise one, what kind of woe is unto us, and 
how can we escape therefrom? And the Clini- 
cian opened his mouth and spake large 
and great was the obscurity thereof. But be- 
a hold, in the generations of those. that sought 
_. righteousness, a prophet did come, and Pear- . 
son was his name. And his disciples did turn 
_ upon the seed of the Clinician, and smote them 
grievously, yea, even unto the loss of their 


The clinician: did 


Long before statistical and actuarial 


method was invented, people tried to figure 
things out as best they could, and those 
who were good at predicting future events 


were hailed as prophets. Fearing the un- 


known, man has always given great respect 


to those who claimed to know the future, 
- and has held them in awe. It is under- 
_ standable, therefore, that an aura of mysti- 


cism attached intuitive pronounce- 
ments of the clinician, who often honestly 
did not know how he knew what he knew, 
and who attributed his successes sina all kinds 
of irrelevancies. 

Later came the with 
arrogance, and haughty in the. knowledge 
of his powers. Where the clinician relied 
on his fingertips and the seat of his pants to 


assess intangibles like intelligence, the stat- 


istician set about building objective tests 


_ to measure them. Steadily the frontiers of 


the statistician have advanced, often at the 
expense of the clinician’s domain. Mathe- 
matics has drained the swamps and burned 
off the fogs of mystery in many indisputable 
cases. Small wonder, then, that the minions 
of the actuary and the statistician are be- 
coming a little swollen with pride and 


ambition, and the clinician with 
utter rout. . 


convince you that I am, in fact, a real live 
clinician, and probably a soft and fuzzy 
thinker. Nevertheless, I want to make it 
clear, before going any further, that I ap- 
plaud the efforts of people like Meehl (19) 
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to clear away the haze, and look horned to 


the day when the mysteries of clinical judg- 
ment may be wholly laid bare. My sympa- 
thies are not with those of my colleagues - 


who glory in their own inability to analyze 
or understand the processes of inference and 
judgment, even though I believe that, when 


the analysis is finished, many differences in 


kind will be found between the cognitive 


processes of the clinician and the pro-. 


cedures of the statistician. It can only 
help the clinician to have the processes of 


clinical judgment and inference made as 


clear and explicit as possible. | 
Further, it is good to focus close atten- 
tion on the process of clinical judgment, be- 
cause the issues involved are significant far 
beyond the purview of psychology—they 
get us into methodologic questions hotly 
debated in many of the behavioral sciences 
and, indeed, in the humanities. 
- Let me begin by restricting the meaning 
‘of the term. In contrast to the view of 
Hoffman (8), I would exclude from clinical 
judgment the very operations he studies: 
the combination of quantitative data. If 
the issues are defined as they are framed 
in Hoffman’s paper, it is a foregone con- 
clusion that the clinician is going to be 
left to choke on the dust in the wake of 
the formula. I have too much respect for 
the formidable powers of modern mathe- 
‘matics and high-speed computers to think 
‘that the cleverest and most experienced 
clinician is going to be able to excel at pre- 
dictions based solely on quantitative data. 
In practice, however—that is, except in the 
special context of experimental studies— 
clinicians do not make any substantial use 
of such predictions. True, a good deal of the 
literature on the analysis of the Rorschach, 
the MMPI, and the scatter of the Wechsler 
subtests would give one such an impression; 
clinical judgment might seem to be a matter 
of mulling over numbers representing scores 
on these teste and various derivatives of 
them (ratios, differences, and what not). 


One sees ‘statements that a larger number — 


autobiographies, social 
stories and other projective test data. To a 
lesser extent, clinicians work with pres-_ 
entational symbols such as figure drawings — 
and expressive behavior, too. These kinds - 
of material cannot be used at all without © 
the interventions of a trained intelligence. © 
For this very reason, those who wish to 
demonstrate the superiority of actuarial 
and statistical predictions try to define 
things so that both parties to the compe- — 
tition deal only with numbers, Indeed, un-— 
less some such proviso is made, it is im-— 
possible to set up a direct comparison of — 
two different methods of predictively ana-— 
lyzing the same. body of data. So much > 
the worse for the comparisons; I agree with — 
Lee Cronbach that little of scientific value z 
emerges from such horse races. _ q 
As soon as we leave behind objective H 


imagination or delusional thinking, depenc 
‘ing upon the configuration of other score _ 
In practice, however, the relevant cor 
‘ figuration i is almost invariably one of mear . 
ings, not quantitative scores—in this ex- 
ample, qualitative aspects of responses’ tha: 
indicate the presence of a thinking disorde , 
or even a context of presenting symptoms 
or aspects of clinical history. Again, [ 
would not deny that I have seen impressive — 
virtuosity on the part of people who de- 
scribe a personality after just seeing an 
MMPI profile, a Wechsler scattergram or 
a Rorschach psychogram; but these are 
largely stunts, rarely systematically vali-— 
dated, and not a major device of clinical | 
reasoning in everyday practice. But a com-_ 
puter could doubtless be programed to digest 
such configurations of numbers and their 
behavioral correlates, thereafter performing 
even greater prodigies of pattern analysis - 
than anyexpert. 
Instead, I believe. that the ‘essence of . 
clinical work lies in dealing with verbal - 
meanings—discursive symbols, if you pre- 
fer Suzanne K. Langer’s term.’ This is 


the essence of free associations, dreams, 
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t sts, variables like age and 
fe of hospitalization, and miniature 
i tuations yielding quantitative measures of 
1 orformance, we are getting into admittedly 
5 arshy ground. It is fair to say that no 
cher field has solved all the problems of 


‘mbols. Suzanne K. Langer calls it “a 


yond for the philosopher, who ventures 


¥ pitfalls. It is the field of ‘intuition,’ 
leeper meaning,’ ‘artistic. trut ‘insight,’ 


and so forth. A dangerous-looking sector, 


“ing has made a modest comeback among 


the fact that speech is a form of behavior, 
_ the superobjectivists have been able to in- 
clude language and even thought in their 


such psychologists stay as far as possible 
_ from interpreting verbal texts themselves; 
that i is left to the subject, his response being 
* taken as the of mean- 
| ag 
s the tone. of these remarks may imply; on 
3 the contrary, I use these methods myself 
and am all for them. It is clear, however, 
“that the clinician uses meanings in quite a 
different way. When he makes a clinical pre- 
dietion (and any assessment of personality 
__ or psychotherapeutic intervention is at least 
implicitly a prediction), he looks directly 


the verbal texts? themselves and m- 


atient says, in an interactive context of 
pant observation. It may not appear obvious, 
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: 1 ethod involved in the interpretation of — 


ald which usually harbors a slough of de-— 
_ ings from verbal texts. On the hunch that 
j.to it because he is too honest to ignore 
7, though really he knows no path around 


jndeed, for the advance of a rational spirit!” 
A 13; p. 92). Titchener stood with the early | 
-behaviorists in getting rid of the messy 
problem of meaning by excluding it from 
the province of scientific psychology. Mean- 


modern behaviorists since the development 
of such techniques as Osgood’s semantic 
_ differential, which get us to the comfortable 
‘realm of numbers again. By taking note of 


theories of behavior. Note, however, that 


them. In doing. 80, he in a 

long tradition of human scholarship, a tra- 
dition which in fact antedates science. His- 
torians, anthropologists, sociologists, po-— 


. litical scientists and also biblical scholars, 


philosophers, literary critics and other 
scholars of the humanistic disciplines are 


the clinician’s- brothers-in-arms in relying 


every day on the interpretation of mean- 


there might be something to learn about 
the interpretive aspect of clinical judg- 


ment by forays into some of these other 


disciplines, I began work on this paper by 
reading some literary criticism,* history 
and anthropology, noting the methods the 
authors were using on verbal texts. What 
follows grows out of these observations, 


out of some methodologic reading, and out 


of my own clinical work, particularly in- 
terpreting the TAT and trying — wien 
interpretation. 


METHOD OF ANALYZING VERBAL MEANINGS ; 
‘In dealing with verbal texts, the disci- 


plined worker (in the sciences and the hu- 
manities alike) can perform a number of 


operations on the particular message itself, 


which we may call internal analysis, and 
others by reference to other materials—ex- 
ternal analysis. Since I have deliberately 
left vague the boundaries that define a 
“message,” the distinction between internal 
mental operations performed by the listening psy- 
choanalyst or psychiatrist are substantially identi- 
cal with those of the diagnostic tester, reading and 
reflecting on his protocols. In this paper, I have 
deliberately disregarded the analysis’ of non-verbal 
data, which may play a large role in psychother- 


apy. 
Specifically, I andertoak: to discern the ana- 
lytic operations performed by Henry Nash Smith 


(25) in his brilliant introduction to Mark Twain’s 


Huckleberry Finn, and relied further on a similar 
reading of Auerbach (1), as well as on psychologic 
and other sources from the behavioral sciences, I 
owe a particular debt to Lerner (16) (especially 
the contribution by Erik Erikson). It is less easy 
to specify the many ways in which my thinking 


about these matters has been influenced by two . 


years of — in content analysis, under the tute- 


pe 3° 

a 
i 
a 
a 
q 
J 
i 
4 
i 
5 
| 
. 


372 


andi external is pretty arbitrary, and I at- 
tach little significance to it. 


INTERNAL ANALYSIS _ 
At least six hinds of internal analysis 


may be distinguished: 
1). The content of meanings may be 
summarized. The analyst gets rid of the 


redundancy by a process of abstraction and 
selection. Eliminating redundancy implies 
the ability to perceive identities or simi- 
larities of meaning despite apparent dif- 
ferences; eliminating irrelevancy or the 
unimportant implies the ability to con- 
ceptualize—to recognize a meaning as an 
instance of a generalization—and it brings 
into play standards of importance which 
must derive from some theory. Summaries 
thus use two complementary aspects of con- 
ceptual thinking: the formation of gen- 
eralizations or abstractions from a realm 
of particulars, and the particularization of 
an abstraction. | 


Like all the other analytic sciaiiiuaien 


to be described, they require the use of some 
theory, explicit or implicit. 
2) One may collate a verbal message, 


examining it for internal coiisistency and in- 


consistency. The mental operations in- 
volved here are essentially the same as the 
ones just described. Such inconsistencies 
may be important cues to the historian or 
literary critic in his efforts to establish the 
authenticity of a doeument; to the therapist, 


they may be the very points at which to 


direct his interpretive efforts. 


3) The analyst of verbal messages on 
terprets or translates their-content. In that. 


case where he wishes to substitute sentences 
in one language for sentences in another, he 
follows a set of rules, most notably a dic- 
tionary, to tell him how to transform or 


replace individual words, and a grammar to 


tell him how to put the words together to 
make acceptable sentences. When he in- 


terprets a dream, some of the steps the 


psychotherapist goes through are Iegically 
identical of ‘the linguist: he, too, 


ing occasionally in terms of context: thus, 
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hae: sete: af! rules 


stitute a superficially very different text fo 
the one originally presented. As Wittgen 
stein once said, 


symphony out of the score” (13, p. 79). 


Thus, the task of interpretation requires 
the development of such rules for decoding 


encoded information. This type of~-analy- 


“The internal similarit — 
between things which at first might seer . 
to be entirely different... 
a sheet of music and the sounded notes—- 

~ dies “in the fact that there is a general rul> 
by which the musician is able to read th: 


”’....for -exampl« , 


sis implies, of course, that human eommuni- : 
cations often or typically have more than 


one layer of meaning. A verbal discourse 


may transmit one set of ideas in its mani- 
fest content encoded according to one set 
of rules, but there may. simultaneously be 


encoded, by a different set of rules, an- 


other (latent) which may be recovered by 


the application of these rules, 


What is the relation between ‘interpre- 


tive translation and conceptualizing? Both | 
would be examples of Sarbin’s (23) in- 


stantiation of modules classifying 


something as an instance of a general 


category). In conceptualization, sub-— 


_ sume something under a general conceptual 


category, generalizing a particular; in 


translation, however, we substitute an in- | 


stance in one frame of reference for an in- 


stance in another, without subsumption or 


‘generalization. The simplest case, translat- 
- Ing a message from one language to another, — 


involves such fixed procedures that it is to- 
day possible to program a computer to 
carry them out with moderate success. But 
in the kind \of symbolic translation that 
the clinician does, in analyzing dreams or — 


projective test data, the rules are less fixed — 


and must be applied more flexibly. A cigar — 
may have oral or even anal significance - 
as well as phallic; and sometimes it is only | 
a cigar. How, then, does one téll which | 
meaning to if indeed one should 
translate at all? The rules help by specify- 
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the cigar is mpentioned with an 
«spas on its color, dirtiness and smell- 


a ‘similarly dirty and smelly things that 
¢) not share its oral and phallic implica- 
tons, then the anal interpretation is to be 
a ‘cepted as the most likely hypothesis. The 
u timate criterion to decide whether to 
: 4 anslate or not and, if so, how, is internal 

‘eonsistency. If we make the substitution, 


: 4 es the interpretation as a whole make ) 


: { nse, or not? That is, is it self-contradic- 
tory, does it fit into a larger context? “Fit- 
| “4 ng in” goes beyond just the ascertaining of 
logical contradiction ; it involves also judg- 
2 2 ents of congruence and the formal ele- 


_gance of the total structure that results. 


_ (See discussion of evaluation, below.) 
_ At this point, many clinicians may ob- 
_ ject that there is a considerable difference 
between translating a single symbol and 
interpreting a whole style of life. In the 
former instance, the model of translation 
seems a good deal more applicable. It is 
_ true, I think, that the larger the body of 
_yerbal material being interpreted, the more 
_ judgmental the. process, and the less ob- 


. ‘Yet the psychoanalyst, reflecting back over 
: _many hours of the patient’s production, and 
3 noting the emergence of a general pattern, 


i penning many superficially different epi- 
: under the general category, which 
ges in his mind as the one abstraction 
: th expresses something true about all the 
_ incidents the patient has related. Each inci- 
_ dent may have given rise to several possible 


"possibilities affect one another by cancella- 
_ tion and reinforcement,.the most recurrent 


ceive new episodes i in terms of the emerging 


/ element in a constructed pattern; the fin- 
a ‘shed “interpretation” involves other steps 
 veside phere called 


: | ess, and if it is one of several examples 


_ vious it is that translation is involved at all. 


‘let us say, of self-destructive rebellion, uses. 
number of individual translative steps 


interpretations, so that these clusters of. 


ones then acting as a readiness later to 


_ hypothesis. This, in turn, may be only one 


notably, causal discerning and synthesis. 
(See below.) 

4) The interpreter may analyze not the 
content but the formal and structural prop- 


erties of the text. This may be done in a 


number of ways in different disciplines. The 
literary critic, for example, may apply a 
conceptual apparatus containing rhetorical 


_ and stylistic categories: the text is prose, a 


myth, it is anaphoric, paratactic, and so on. 
The anthropologist, interested less in style 
than in patterns of content, may find in a 
set of myths a recurrent pattern of binary 
opposition involving a balance of paired 
elements, each of which is dichotomously 
subdivided (15, 17). The clinical psycholo- 
gist may note the brevity of a TAT story, 
the simple sentencé structure, the stereo- 
typed repetition of phrases, and the pres- 
ence of circumstantial description, leading 
him to the inference of depression (22). 
Note that the last two types of analysis 
involve what the content analyst calls cod- 
ing: identifying an aspect of a communica- 
tion (of its form or of its content) with a 
concept er category in an analytic outline, 
conceptual system or code. The discussion 
so far has carried the implication that, in 
either case, this is a procedure of typing or 


categorizing. But a second type of operation 


is often: involved in either case: quantita- 
tive rating or scaling. The raw data are ex- 
amined for their congruence with a concept, 
and a number is assigned representing the 
frequency with which a kind of instance 
occurs, the degree to which the fit is exact, 


or the intensity of its expression. Thus, for | 


example, one may look for anger, and count 


all its manifestations in a text, or rate the 


degree to which a given statement ap- 
proximates an ideal statement of “pure 


anger,” or (conceiving of anger as a variate 


ranging from mild irritation to blind fury) 
rate the intensity of anger in a given bitter 
statement. According to Lazarsfeld and 


Barton, ‘There is a direct line of logical 


continuity from qualitative classification to — 


the most rigorous forms of measurement, by 
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way of intermediate devices of systematic 
ratings, ranking scales, multidimensional 
classifications, typologies, and simple quan- 
titative indices ...One way to develop so- 


cial science measurement is to systematize — 


these» commonly performed research pro- 
cedures, by codifying exactly what suc- 
cessful researchers [read here, clinicians] do 
in carrying out these simpler forms of meas- 


urement and exploring their 


tions” (14, p. 155). A 

5) One may analyze a werbal 
reacting to it, and observing one’s own re- 
action. This method, described by Murray 
(21) as recipathy,°is'a vital part of the 


_ ¢linician’s kit of tools, especially in therapy. 
the psychotherapist finds himself be- 
ginning to get angry at the client, he may 


well imfer that the message being trans- 


_ mitted includes provocation. As Erikson has 


said, ‘The evidence is not all in if he does 


not succeed in using his:own emotional re- . 


sponses during a clinical encounter as an 
evidential source and as a guide in inter- 
vention, instead of putting them aside with 
a spurious claim to. 
p. 84). 

6) An procedure in analyses 
of verbal materials is the discerning of 
causal relations. There has been a good deal 
of discussion and controversy over the 
legitimacy of causal analysis in history, for 
example (26), and the traditional view of 
linear causality has been widely rejected on 
philosophic grounds, being replaced by a 
view of events as part. of a nexus of func- 
tional relations from which no single cause 
or effect can be extracted. Nevertheless, 
such sophisticated models may be built up 


out of old-fashioned observations of single 
causal relations, and these in turn are not 


exclusively Humean inferences on the beets 
of statistical contingency. — | 
Following the Gestalt 


12), Michotte. (20) and Heider (6) have 
made experimental demonstrations and 


-analyses of the perception of cause: people 
do react to single events with a certain kind © 


of structure by perceiving that A causes J | 


In such an instance, A and B may have nt 


only a certain temporal sequence, but ms 


also share common meanings, move in spec - 
fiable ways, or involve elements that star | 
to each other in the relation of an intellig - 


ble transformation (e.g., homologous shape ;, 
but B’ is smaller than B: the observer pe.- 
ceives that the intervening event A caus:s 


B to shrink). This kind of discerning of 
causal relations plays a critical role in ail 
science in the setting-up of hypotheses ard 


the interpretation of findings. (See below.) 


There has been no such’ work 
that I know of in the realm‘of verbal ma- 


terials, but I believe that the cognitive 


processes involved are basically the same as 
in the realm of non-verbal events. To some 


extent, there must be added another cogni- 


tive operation: from the verbal text, the 


analyst reconstructs images of events in 
which causal relations occur. (For another 


type of causal analysis, see below, discussion : 
comparison.) 


EXTERNAL ANALYSIS 


An approximately equal number of 
niques of external: pay 


also: 


First, the text under has 
been selected from some larger population 
of possible data; the technique of selection — 


is an easily overlooked contributor to the 
ultimate interpretation, and a mode by 


which clinieal judgment is exercised. If the - 
message in question is ‘the statements of a — 
patient in a therapeutic: hour, various ex-_ 
ternal factors bring about the selection, 
which is thus not obvious. If it is a his-— 
torical document chosen for study among — 
myriad such materials, it is plain that the 
historian has selected and that his principles" 
of selection will vitally affect his conclu-— 
sions. One has to ask: Is the sample of 
verbalization a sufficient basis for the fur-— 
ther analysis proposed? Did the method 0° 


selection ‘imsure representativeness of the 


population sampled? In history, the selec. 
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| 
ie made 4 on more or less explicit theo- 
4 T tieal grounds. Moreover, “the documen- 
—t ry method of historians is reflected in the 
_¢ ioting or citing of statements to illustrate 
t .¢ pros & cons of moot points” (26, . p. 
| 1 30). 


4 ir evidence in support of his thesis that 
: iy avery was a conflict-ridden moral problem 


for the South; but the historian never pro- 


_eveds by systematically sampling all such 
_naterial and then extracting all themes 
relevant to slavery. Instead, the historian 
makes a (ease, trying to avoid the self-de- 
ception that results from the systematic 
ignoring of contrary evidence. In anthro- 
_pology and the method var- 
jes: at the most sophisticated extreme 
there are content-analysts like Lazars- 
_feld, who take considerable pains to 


take a probability sample when ana- 


2 lyzing, say, the newspapers of a coun- 
try to extract its basic values. At the 
_ other extreme are workers who.are unaware 
“of the problem, and sample simply accord- 
ing to convenience and availability: thus, 


__ the-one Indian who can speak English may 


become an unwary anthropologist’s inform- 
ant, and provide a seriously biased sample 


of information about customs. In clinical 


psychology, diagnostic assessment usually 
its own data, and the diagnostician 
uses them all, overlooking the fact that he 
“too is sampling. Has he given enough tests? 
_ Has he given the appropriate ones? Has he 
_ supplemented them with the most advan- 
- tageously chosen interview questions? Here, 
however, the principle of random sampling 
“has | ‘but. narrow relevance; selection (like 
_ summarizing, which it closely resembles) 
_‘heary. 
of analysis « con- 
eg of reconstructing the chain of circum- 
stances that ‘brought the verbal mes- 


“Citations are selected in terms of 
? 4 \eir relevance to the thesis,” not in accord- 
pace with some sampling procedure. Thus _ 
ailars (24) cites and analyzes toasts, per-. 
_s nal correspondence and schoolboys’ essays 
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sage itself, or the real events it refers to (if 
any). This genetic analysis obviously plays 
a large role in history, in literature, in politi- 
eal science and in many other disciplines 
beside clinical psychology. Central to it is 
the method of discerning causal a 
(See above.) 

A third—and most important—type oc: 
external analysis i is comparison with orci 
similar texts, bringing out similarities and 
differences of content or structure, especially 
in conjunction with other known facts about 
the verbal samples compared (cf. collation). 
This is obviously J. S. Mill’s joint method 
of similarity and difference. Tomkins (27) 
was the first to demonstrate the applicabil- 


_ ity of Mill’s canons to the interpretation of 


the TAT. (This might just as well have been 
called a method of internal analysis, but 
one story may be taken as context for an- 
other, as well as one S’s TAT as context for 
another S’s whole TAT.) William E. Hen- 
ry’s (7) concept of “negative content’ is 
relevant here: one may use knowledge of 
what usually occurs in a series-of simi- 
lar communications to help one notice 
what is significantly not present in the text © 
under analysis. Such comparisons may aid 
almost any of the kinds of internal analy- 
sis mentioned; the central principle here is 
that of statistical inference. This method is 
obviously central to literary criticism and 
related fields, such as hermeneutics and 
the anthropologic analysis of myth. It is 
also closely related to two other methods of ~ 
external analysis I want to mention. | 

_ The fourth such method is to examine a 
wdibed message in relation to other types of 
data from the same source, looking for com- 
mon elements. Thus, in a paper referred to 
above (24), the historian sought common 


elements in different types of documentary 


materials as well as (implicitly) consider- 
ing, for example, an after-dinner toast in re- 


lation to what is known about the genre. To 


take an example from psychology, one ap- ) 
proaches the analysis of a ‘projective test 


¢ 
i 
q 
: 
rom the stan point or otvner Or 


\ ‘ncemalion: about the patient, such as the 
affect and other non-verbal behavior accom- 
ying the responses, demographic char- 
teristics, presenting complaints, objective 


test profile; the clinician seeks generaliza-— 


‘tions that will cut across or at least not be 
I; inconsistent with all types of information. 
és Fifth, a message may be considered in re- 
lation to a set of external (usually: evalua- 
tive) standards. If it is literature, the critic 
may, in elucidating various aspects of its 
structure, adjudge them more or less good in 
an esthetic sense; if it is a letter written by 
a historical figure, the historian may cite it 
2s an example of the man’s militarily rele- 
vant bravery; if itis a TAT story, the psy- 
-chologist may rate its genuineness or cre- 
ativity. All of these are basically value 
judgments, and they may play a role in the 
work of scientific as well as humanistic dis- 
ciplines. A non-evaluative instance of this 
_ type of analysis is clinical diagnosis, in 
which the results of preliminary (or pri- 
mary) inferences from the raw data are 
compared with a set of ideal types: the 
a :Standard diagnostic syndromes. The person 
who produced the verbal messages being 
analyzed may then be categorized (‘‘pigeon- 
holed’), or he may be characterized by 
the degree to which he approximates various 
diagnoses and the particular steeraassinsdcaceen 
he shares with them. 
According to the methudolediate of the 


difference between natural and “cultural” or 

social sciences was the central role of the 
concept of value in the latter (cf. 9). Even so 

clear a thinker as Max Weber considered this 

to be a basic differentiation. How, then, can 

it be said that value judgments play a eal 

in natural science? First, it is dbvious that 


sciences; anthropologists and sociologists 


and so on) of various groups of peo- 


Geisteswissenschaften, a critical point of ;— 


| 


| _ much of the subject matter of social sciences r 
is made up of values, unlike the natural ( 


ROBERT R. HOLT 


a fact worthy of study, like’a myth, drea 1 
or superstition, it can be studied objective , 
and no methodologic difference emergg :. 
Second, value judgments are used eveiy 

day in the naural sciences in much the way 


described above. The scientist is constant y 


evaluating his work in terms of pragmat c 
values: Does an experimental approach pz y 
off? Does an instrument work? And |e 
evaluates his theory against sets of stanc- 
ards like simplicity and elegance. When 
some physicists recently overthrew parity 
evaluative considerations played a substan- 


tial role: the assumption of parity, that na- 


ture had no preference for right- or left-_ 
handed rotation, grew out. of essentially 


esthetic or formalistic reasoning. In mathe- 
matics and theoretical physics, the facts 
are considered to make most sense, the ele- 
ments of a theory fit together best, if or- 


ganized in an esthetically pleasing fashion. _ 


- Thus, esthetic criteria of evaluation are im- 


portant in these highly advanced scientific — 


disciplines, where they are usually referred 


to as elegance. Simplicity (parsimony), 
balance, and clarity of organization are 


component values of elegance. Finally, 


theory is used in all seiences in an es- 


sentially evaluative way, in decisions about 


scientific importance. The decision that a 


phenomenon is worthy of investigation be- 


cause of its bearing on a theoretical issue is 
an easily overlooked value judgment. 


~The final step in either the internal or the 


external analysis of clinical data—both dis- 
eursive and presentational symbols—is syn-— 
thesis: bringing the pieces together into a 
coherent verbal formulation capable of 
ing grasped and used by another human be-- 
ing, in the sense that a therapeutic interpre-_ 
tation, or a case formulation in a few prose — 


memorable than a Q-sort. This function re-_ 


| quires clinical judgment of the broadest 


are much concerned’ with the er grasp, guided by logical considerations of 
premises and systems (ideologies, religions internal consistency, to a very minor degrec 
empirical rules, and largely by theory. 
T ple. Yet as long as a value is treated as For an excellent example; which respect: 
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_ tue complexity of real clinical situations, see 
| rik Erikson’s account (5) of how he in- 
rpreted a patient's dream. In it, he demon- 
rates how the clinician can a 

sorbal message simultaneously from many 
1 vints of view and in a number of relevant 


_ ¢ ntexts, including an empathic assessment 


othe patient’s affective condition, and can 
x ill the pieces together in a strategie verbal 
_h.tervention requiring clinical judgment: of 
tue highest order. This synthetic phase in- 
volves a good deal of what I have called 
| condary inference: the drawing of con- 
-¢ usions on the basis of primary inferences 
from the.data (cf. Colby (3) on “Ist and 
order inference” Though have 


been speaking only in terms of clinical 


psychology (and related disciplines like 
psychoanalysis) in discussing this final, 
synthetic step, it obviously enters into the 
analysis of verbal materials in the other 
scientific and humanistic as well. 
= ‘SIMILARITIES OF PROCED IN ALL 
DISCIPLINED INQUIRY 


I have tried to draw occasional 


* parallels to procedure. in other behavioral 


sciences. and humanities that use the in- 
: terpretation of verbal information. Does the 


fact. that meanings are discerned put the 


cognitive operations of these workers on a 
different methodologic plane from those 
_ of scientists who are not. dealing with 


verbal materials? The German philosophers 


of half-a-century ago who made an ill- 
starred attempt to develop a special and 
separate methodology for the cultural sci- 
_ ences thought that the use of meanings was 
a fundamental point of difference (9). It is 
~ not, because the grasp of linguistic meaning 
including values) is a special form of per- 
ception, and all science involves percep- 


tions of human observers, followed by cog- 


nitive manipulation of symbols. 


The basic observational in 
| _ physies i is said to be pointer-reading. A ma- 
chine: performs a measurement, but the ex- 


extremely difficult, and the measure 


generated and process it. Of course, there 


are now automatic machines for processing 
data, even in psychology: you can hook S 
into a polygraphic set-up, and the elec- 
trical impulses will be automatically meas- 


ured, summed, squared, correlated and fac- 
tor analyzed. Yet ultimately, E has to enter, 


to receive and decode or interpret the in- 
formation—no matter how sophisticated the 
machine that generates it, no matter how far 


removed it is from the elementary opera- 


tion of laying a meter stick on something; 
what E does is essentially the same. He 
must recognize the congruence of two dis- 
criminable entities (cf. recognition of verbal 


meanings). In the simple situation of meas- 


uring length, he recognizes the identity of 


the end of what is ‘to be measured with a 
corresponding point on the meter stick (the 


other ends having been aligned—also an 
operation involving discrimination and rec- 


ognition) j in reading a pointer, he must raiter 


criminate and recognize the location of the ~ 
pointer at a numerical position on the scale. 


If the measuring machine is much more . 


complicated and automated, he still has to 
be able. to discriminate and recognize the 


| output, whatever it is. 


-Diserimination is a_ selective 


really quite complicated. E has to know 
where to look; he has to direct his atten- 
tion there, not being distracted by the sur- 


‘round; he has to be physiologically capa- 


ble of distinguishing figure from ground 
(pointer and numeral from dial-face; end of 
object from the physical context in which it 
is embedded). Ordinarily, in full -illumina- 
tion and with the kinds of examples that 
come most readily to mind, such discrimi- 
nation is so smoothly and effortlessly pef- 
formed that we overlook it or think it r 
cally different from. discriminating verba 
meanings. Yet suppose you want to meas: 
ure the length of a cloud or some other o 

ject without obviously demareated bound- 


end ofthe object from its surround wi 


arics; the operation of. discriminating a 
ll 
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approximate and inexact (unreliable). If 
you seek to measure a nematode, like a 


dead vinegar eel, against a ruled glass scale 


m a microscope, the lack of contrast may 


make the discriminative operations frus-_ 


tratingly difficult to an untrained microsco- 
pist: The point is that even the elementary 
operation of distinguishing the basic items 
of information from their contexts may 
differ considerably from one situation or 
example in natural @@®nce to another, and 
not infrequently is as s tricky and judgmental 
a business as the discrimination of verbal 


meanings. Both involve informa- 


tion from noise. — 

Logically, however, it is vonservabile that 
E discriminates the necessary discrimi- 
nanda, but does not recognize them. Surely 
it happens a great deal in scientific work 
that EZ can and does see differences be- 
tween phenomena but ignores them or con- 
siders them outside the realm of his in- 
terest because they do not correspond to 
anything of importance (i.e., relevance to 
his-scientific aims). Recognition is the op- 
eration of establishing correspondence be- 


tween something perceived and something 


conceived, between discriminated sense-data 
and a concept stored in #’s memory. In 
certain kinds of aphasia, pathology nicely 
separates these two phases: the patient can 
discriminate, let us say, a chalk mark on a 
blackboard, but has no idea of what it 


_ means; he cannot recognize it. 


Pailares of recognition can occur in sev- 


eral ways. There can of course be a failure 
' of the presupposed sine qua non, discrimi- 
nation. Discrimination can occur; but E 
may not have the requisite concept in his 


memory: he is ignorant of a distinction, un- 
trained in recognizing something of im- 
portance. Both of these requisites may be 
present, yet something may block the scan- 
ning process by which the memory is made 
available for: checking against the per- 
ceptual process for degree of fit. (In the 


_ above example, organic lesions may inter- 


 fere; fatigue, emotional 
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upset and other sources 


mental inefficiency or noise may also pr - 
vent this process; the discrimination may | ¢ 
too fragmentary or incomplete to make tl e 
process fully possible; ZH may be too rig’ 1 
to perform the scanning operation, or ha: e 


ee other such defect of personality as a 


itive style (11) of demanding too e: - 
act a degree of correspondence, or of ac- 


cepting even gross partial identity as a sai- 
isfactory fit—sharpening vs. leveling, or 
something like it; the memory traces of the 
relevant concepts may be insufficiently well 
differentiated or too poorly established: £ 


may not have a good grasp of what he is 


looking for, may not fully understand the 
concept.) In some situations, the discrimi- 
nation may be difficult and the concept not. 


very precisely definable, e.g., in reading X- 
rays: can precise criteria for the recognition 
of an ulcer crater be set down, since every 
duodenum is shaped differently from every 
other, no two ulcers occur in precisely the 


~ same spot, and no two are visualized in pre- 


cisely the same manner? It takes training, 


with a lot of ostensive definition supple- 
menting the basic conceptual one, before | 
the young radiologist develops fully usable 


capacities to discriminate the relevant 


shadows and to erater when he 


sees one. 


The hypothesis I am is that 
many of the operations performed by ana- 
lysts, clinical psychologists, anthropologists, 

linguists, sociologists and scholars in a 


of other behavioral sciences and 


diseiplined humanities are exactly analo-_ 
gous or even homologous to discrimination 
and recognition as described above. Ob-— 
viously, all such disciplines involve the se- 
lection of data (discrimination), and focus- 


ing on particular objects of study; they also 


involve conceptualization: the application 
of concepts having operational definitions 
to the discriminated data (recognition). 
The other operations used—classification, 
abstraction, discerning of ‘relationships 
(eg. cause or functional: con- 
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“t-adiction or or 


-yartial identity; meaningful implication) — 
‘p.ay be viewed as more sophisticated forms 

>» these two. They certainly are used in the 
> itural sciences as they are in rd be- 
| 4 ones. 


. Physicists and other experimenters in the 


ard” sciences have a great deal of re- 


for what they call intuition. By this 
term they do not mean anything su 

ytural like revelation; but they do 
| 2 ean unrecognized statistical inference, 


. % ther. Intuition in this sense refers to the 


_eceative process by which new theories and 
experimental ideas arise. If we look at it 


‘more closely, we will find that it involves" 


; ‘many of the operations described above for 
dealing with verbal texts: discerning of 
causes not through statistical — 
_but by meaningful congruence; the manip 

_lation of theoretical ideas by means of anal- 
ogies and constructions to form new pro 
sitions; ; judgments of the probability of 
pay-off and of relevance of facts to hy- 


_potheses. The nuclear physicist Deutsch (4) - 


writes, “The decisive intuition of the - 
: perimenter i is really the ability. to recognize 
relevance i in the evidence presented by th 
_ experiment.” This statement points to an 
other phase of the work (besides that o 

4 hypothesis-formation) when judgment plays 

large role: after the experimental data’ 
‘Es discern relations, took | 
: for what makes. sense, seek internal con- 


sistency, or consistency with a theory. In | 
all sciences, there is this phase of reflection 
“on the data obtained, which may even get | 
_ pretty speculative; and I want to point to | 
: the methodologic identity of these cognitive 
_cperations with those of the clinician, ht- 
_erary critic or behavioral scientist: im in- 
 tpreting meaningful discourse. 


‘The implicit goal of those who glorify 


“statistical prediction seems to be to exclude 
atuition and judgment from science en- 


_tirely, replacing it by cookbook rules, logical 
or mathematical formulae solved 
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by electronic computers. But: “There is no 
recipe, no rule of procedure which will per- 
mit the unimaginative experimenter to con- 
sider all of these [t.e., the necessary and 
the relevant] possibilities by applying sys- 
tematic logic analysis to all. aspects of his 
apparatus” (4). Again, this is an experi- 
mental nuclear physicist who is speaking 
about investigation in his own field. No— 
imagination, creativity and intuition will 
always remain essential qualifications for 
scientists of any kind, including the purest 
mathematicians. We had best, therefore, 
try to understand this phase of scientific 
work, instead of minimizing it as if it were 
to be ashamed of. 


‘THE ROLE OF | 


It is sometimes said (e.g., 23) that the 
hallmark of science is its use of prediction; 
to establish the utility of its propositions, 
clinical judgment (like the unscientific hu- 
manities) has only the inferior criterion of 
internal consistency at its disposal. Let us 
begin a consideration of relations: between 
clinical judgment and prediction by examin- 
ing these criteria. 

Internal consistency is no to sci- 
ence; it is used in all — at the stage 
of constineting theory. Much of what Ein- 
stein contributed to physics was of just this 
sort: he had the capacity to educe gener- . 
eralizations or to abstract in a way that 
brought out the internal consistency of phe- 
nomena and concepts long thought unre- 
lated or even contradictory. On a homelier 
level, any intelligible thought whatever re- 
quires some attention to internal consist- 
| ar for the secondary pro¢ess gives way 

to the primary when contradiction is toler- 
ated, and cannot be 
reached. 

When contrasted to consistency, 

predictive validity seems at first sight to 
be a very different kind of criterion of 
truth. But is it? One forms a hypothesis on 
the basis of one body of data (or on the © 
basis of a theory, when is at 
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indirect reference to the data involved in 


its development), predicts that this state 
of affairs will continue to hold in a new 
sample of data, and tests the prediction. 
But the test of predictive validity is noth- 


ing more than establishing the degree of 


internal consistency within the combined 


body of (1) the data (and theory) on which 
the prediction was based, and (2). the newly 
_ obtained data. Logically, there is no differ- 
ence between the two criteria; therefore, 
_ what looks like prediction can be converted 

‘into a search for mhornal consistency, and 


vice versa. 


Thus, the daaieina: can and should ac- 


| complish something like a cross-validation 
by dividing the data within«the sample 
available to him: predictions based on the 


‘Rorschach may be tested in the TAT, and 


it is even possible to form hypotheses on the 
basis of responses to one card or picture and 
to test them on the immediately following 


- material within the same test. After every 
_ {interpretation or other intervention, the pa- 
 tient’s subsequent behavior enables the 
_ therapist to test his hypotheses. Moreover, 
routine clinical work offers opportunities to 
_ collect different kinds of data to verify 
_ predictions: hypotheses based on a diag- 
_ nostic study may be checked in the course 
_ of therapy; finding signs of an unsuspected 
_ brain lesion, the testing psychologist may 
- guggest a neurologic examination which in 


turn verifies his diagnosis. 

While there is no essential Pps be- 
tween internal consistency and _ predictive 
validity, there are certain practical ad- 


vantages to formal cross-validation or pre- 


dietive study. The predictive experiment 
generally uses a sample of Ss different 
from the ones on whom the prediction was 
based, and involves gathering data at a 


different. time and possibly in different 


ways. Thé true cross-validation is in this 
way superior to splitting the data gathered 
at one time and treating the halves as 
replicates of the experiment: subtle sam- 


pling biases that affect the latter are Riot 


likely to affect an? 


other unknown parameters of the origin: | 


result are less likely to be repeated (2 . 


The clinician can rarely go beyond wh: t 
amounts to cross-validation, though sone 
of the data available to the clinician wl.) 
has a battery of tests and some intervie v 
material are so different in kind that the 
prediction from one such source of data to 
another must be mediated by the same 


processes of constructing and operating a 
‘theoretical model that are involved in the 


design of good original experiments. And, 


granted an adequate theory, the clinician 
may predict phenomena not previously ob- 
served: his investigation may thus not be 


merely a cross-validation. 


_ Granted the need to supplement the dis- 


ciplined analysis of a body of data by pre- 


dictive verification, are there any differences | 
between the processes of clinical and sta- 
tistical predicting beyond the differential 


amounts of error they may contain? Yes— 
_ despite the arguments of those who claim 


that clinical predictions are only unsys- 
tematic and therefore faulty actuarial pre- 
dictions (18, 23). I agree with Meehl (19) 
that the clinician generates many of his 
predictions (not all; some are actuarial) 


by means of a creative cognitive act. “Es- 
sentially the judge constructs a model of a 


personality and deduces the appropriate 
kind of behavior from that model. This 
means that he must take data of whatever 


kind he can get and put together a total — 


picture of a personality that would have 


produced such data” (10, p. 210). 


ing, the thought processes of the predicting 


clinician may involve regression in. the — 


service of the ego: in creating new ideas, 


new forms, new theories, we can use. primi- 
even magical kinds of . 


tive, illogical, 


thought-processes in flexible alternation 3 
with more rational ones. An N of 1 is ob- 
viously not a reliable base for a hypothesis, 
yet the hypothesis may ‘prove true. Bu: 
fact. that the primary ‘process. 
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t iat it necessarily leads to error; it means 


° ily that hypotheses must be tested. No 
analysis of the process can settle the ques- 


a e, no matter how dubious their major 
‘p-emises; only the outcome of the pre- 
_detions can tell us about their truth. 


“> By contrast, the method of statistical pre- 


a. etion is formed on the model of the sec- 
0 idary process—reproductive, not pro- 


ductive thought. Statistical methods can 


cnever create anything new, and thus can 
predict only recurrences of old patterns of © 
behavior. (Since so much of behavior ts 
Tepetitive, statistical prediction works quite 


nicely most of the time; that is not the. | 
point, in this argument.) I am not saying — 


that statisticians cannot create 
“new; on the contrary, many of them are 
highly creative. But as the statistician de- | 
_vises new theories, new techniques, new 
_types of formulas, he does not use actuarial — 
procedures. He does not limit himself to 


_ the approaches used successfully by Pear- _ 
son, Fisher and other statistical innovators 
_of the past, applying them in a mechanical 


_ way to his new problems; he knows per- 


_fectly well that he would get nowhere that | 


way. Instead, he proceeds just. as intuitively 
as the clinician or the physicist: he day- 
dreams about his work, mulls his problems 


pee 
fF over, sleeps on them, 


works by fits and 
_ starts of inspiration. He just says nothing 
~ about that phase of his work in symposia 


clinical judgment. 


Though I freely concede the need for 


is _ clinical judgments to be subj ected to the 


test of prediction, I very much doubt that 
__ this is the way to refine or improve the 


“process of judgment itself. Some clinical 
! psychologists have perhaps been too much 
impressed by the principles of test-con- 
struction, too ready to generalize them to 
the status of guides for other ways of ob- 
| ‘taining and dealing with data. The sta- 


tistical study of reliability and validity (the 
atter can be what he has found. ase clinician should 
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ton of how “credible” clinical inferences — 
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helpful in letting you find bat where you 
are, but it offers precious little aid to your 
efforts to get further ahead. I have come 
to this view from a rather disillusioning ex- 
perience. When Luborsky and I (10) were 
engaged in our final predictive study of 
methods for selecting psychiatric residents, — 
we decided to make many specific pre- 
dictions on the basis of interviews and pro- 


jection tests and verify them, in the ho 


that» we might learn more about how toe 
improve clinical judgment. But when our 
criterion data were in and the predicti 
were tested, we found that the numbers told 
us very little: judgments from a single test, 
let us say, were slightly more valid in this 
area than that, but how we went astray or 
why we could at times make correct pre- 
dictions remained obscure. | 
Almost 25 years ago, H. A. Murray (21) 
| erehh that the clinical mind of the research 
worker was “psychology’s. forgotten in- 
_ strument,” one that could produce greatly if 
_we could only learn how to use it. Perhaps 
little progress has been made i in‘ refining 
this instrument because most of the effort 
to do so has mistakenly treated the clinical 
judge as if he were a test, and because 
psychologists have neglected to study the 
ways their fellow-scholars in: other fields 
have attempted to discipline their analyses 
of verbal meanings: to carry them out in 
a systematic, orderly and ——— fash- . 
ion. | 
SUMMARY. 
_ Clinical judgment is the informal applica- 
ition of the creative, inquiring intelligence 
to human problems as principally conveyed 
through words. The methods it uses are 
in large part different from those of statisti- 
eal prediction, although they are not by 
that token mysterious, unanalyzable or 
sacrosanct: they are the operations used in 
all sciences and in all kinds of disciplined 
an inquiry as hypotheses are formed or 
as the scholar reflects on the meaning of | 
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make every effort to test his hypotheses 
by generating concrete predictions and veri- 
fying them on new samples of data. But he 
should also strive to understand, to disci- 


pline and to improve the analytic and syn-— 


thetic processes of clinical judgment. In 
doing so, he can get more help from study- 
ing the methods of other disciplines that 
deal with verbal meanings than he can = 
predictive experiments themselves. 
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| there been an 1 upsurge in- 
' rest in the alleged distinction between 
“ yrocess schizophrenia” and 
‘s-hizophrenia.” Many writers, including 
+ ellak (3) and Langfeldt (12, 13), have sug- 
gested such a distinction, ,,although they 
| have used varying terms for it. — 

_ The distinction is usually justified by 
bus differing prognoses of two symptom pat- 


terns. Briefly, a process (or ‘‘typical”) schiz- 


-ophrenic is said to be characterized by an 
"inadequate pre-psychotic adjustment, with 
little interest in other people or the activi- 


ties of life. The psychosis develops gradu- 


ally from this pattern, with no identifiable 


4 precipitating stress. The symptoms usually 


include affective flattening with a clear 
“sensorium. The prognosis is poor, and the 
_disorder follows the deteriorating course de- 
-seribed by Kraepelin for dementia praecox. 


The reactive (or “atypical”) schizophrenic 
- is said to be characterized by a fairly nor- 
_mal pre-psychotic adjustment, the psychotic 


_ symptoms appearing suddenly in response 
“to severe stress. The symptoms include 


. a clouded sensorium and marked affective 


1 This was by 


_ M-3481 from the National Institute of Mental 
| Health, U.S. Public Health Service. | 
Department of Psychology, University of Ken-. 


_ tucky, Lexington, Kentucky. The authors are in- 
_ debted to Selwyn Zerof and Nancy Scott for their 
: agsistance in analyzing the data; to Chaya Roth 
_for providing the second rating for computing the 


reliability of the EPS, and to Jesse Harris, James 
_ Baxter and Jean Chapman for their criticism of 
_ the manuscript. The authors also wish to thank 
_ Dr. Victor Urse, Superintendent of Cook County 
2 Hospital Mental Health Clinic, for assisting them 
in obtaining access to the patients and their rec- 
ords. 
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| 
display. The is It has often 
been suggested that process schizophrenia 
has an organic basis and reactive schizo- 
phrenia has a psychogenic basis. 
_ Langfeldt reported marked success in pre- 
dicting the outcome of psychosis on the 
basis of his differential ‘diagnosis ‘between 
these two types, as determined by clinical 
judgments. Wittman (29, 30) attempted to 
render the differential diagnosis more ob- 


jective by offering- the Elgin Prognostic 
Scale (hereinafter called EPS), consisting 


of a number of items which add up to yield 
a single score. Similarly, Phillips (23) de- 
veloped the Prognostic Rating Scale, de- 
signed to predict outcome on the basis of 
characteristics of the “type of schizophrenic 
which will and the, which 
will not.” | 

Several ‘imtehinatens have used thie E EPS 


to. separate process from reactive schizo- 


phrenies in order to compare them on some 
other variable (2, 5, 7, 10, 19, 26, 32). In . 
all of these studies the assumption was — 
made that the EPS adequately distinguishes _ 
process and reactive patients. Yet the scale 
itself seems not to have been studied since 
Wittman’s original reports. 

The present report considers the value 
of the EPS, specifically in relation to its 
prognostic validity and the relationship of 
marital status both to EPS score and to 
prognosis. It also discusses the meaning of — 
the process-reactive distinction. The con- 
cern with marital status was suggested by 
some recent observations of Garmezy et al. 
and the Phillips Seale.® They found that the 


classification by the Phillips Scale accord- 


ing to good or poor pre-morbid adjustment 
overlaps marital status to a large extent, . 
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with married men the pre-morbid” 


patients and single men the “poor pre- 


-. morbid” patients. Since both the Phillips 


Scale and the EPS were designed to predict 


outcome largely on the basis of pre-psy- 


chotic adjustment, the question arises as 
to whether marital status alone may be 
closely related to EPS scores, and whether 
it may predict the outcome of — 
as well as EPS:does. 3 

The EPS, as originally advanced by 
Wittman (29), consisted of 30 items, 25 of 


which called for a rating on an item of 


pre-morbid adjustment, and five of which 
were concerned with presenting symptoms. 
The items were assigned various weights 
according to Wittman’s clinical judgment. 
Later, on the basis of her experience in 
using the scale, Wittman reduced the scale 
to 15 items on social history and five on 
presenting symptoms. Although there were 
several rating points on each item, Wittman 
offered defining labels only for the end- 


points of the rating continuum of each item. 


Becker (1) remedied this deficiency by 
offering definitions for intermediate points 
of Wittman’s items, and reduced the range 
of points on most of the items. Becker’s 
revision of the EPS was used’ in the present 


PROCEDURE 


All subjects were obtained ‘Cook 
County Hospital Mental Health Clinic, a 
receiving hospital for psychiatric patients. 
(Patients are kept here only one or two 
weeks, after which they usually are either 
diecharacd or sent to one of seven State 


hospitals.) 


schizophrenic who showed no indications 
of mental deficiency or organic brain dam- 
age. Range of age as of last birthday was 17 
to 54 years, with a mean of 29.7 years. 
Sixty-seven were white and 35 were Negro. 
There were 65 at first admission, and 31 at 
second or third. The Jatter 31 patients aver- 
aged five months of total prior hospitaliza-— 


Some other writers sad 
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tion. Each S was on the Bosker 


vision of the EPS, using the social histo y 


which had been written by the hospital s - 


cial worker after an interview with one r 
more members of the patient’s family. n 
most cases, the five items of the scale coi.- 

cerned with presenting the clinical pictu e 
were rated on the basis of a brief intervie v 
by the rater with the patient within a few 
days of admission; occasionally the ps: - 


chiatrie description of the patient had io 


be taken from the record instead. Most of 
the patients were receiving tranquilizing 
drugs at the time of the interview. When 
there was insufficient information to rate an 
item, pro-rating was used; if it was neces- 


sary to pro-rate more than three items, the 


patient was not included in the sample. 

- Somewhat later, an investigator made 
contact with each hospital to which the 
patients had been transferred to determine 
whether they had been discharged within 
nine months of admission. This discharge 
information is the criterion of prognostic 
power used in the present study. The in- 
formation was successfully obtained for 105 
of the original 106 patients. (The remain- 
ing — died before nine montis | 


"RESULTS 


: Wittman (29), following Langfeldt (12), ; 


viewed the process-reactive distinction as a 


strict dichotomy of types of schizophrenia. 


terms merely as convenient names for the 


end-points of a continuous distribution. The 


3, 8) view the 


statistical analyses of the present paper 


assume a continuum. However, the conclu- 


sions\eached should be applicable to the 


umption of a dichotomy. — 


of EPS to Discharge: Bi- 
serial correlations were computed between 


EPS scores and discharge status for, each 


monthly interval from one to nine months — 
after admission, by which time 50 per cent 


of the patients had been discharged. These 


values and ‘the — 
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TABLE 1 


Jevels are shown in Table 1. A significant 
‘telationship (p < .05) did not appear until 
‘the sixth month after admission. By the 


‘ninth month the correlation was .38 (p< __ 


001). Although the relationship is clearly 
‘a significant one, it is low for purposes of 
a prediction. 

To determine which items® contributed to- 
“ward the prognostic power of the scale, bi- 
‘serial correlation was computed between the 
“score on each item and discharge status at 
‘the nine-month period. In the computation 
of these values, Ss for whom a given item 
could not be rated (and who thus had been 
pro-rated for the total score) were omitted. 
“These values are shown in Table 2, together 
with the corresponding probability values. 


the five per cent level. 


_ Relation of Marital Status to-EPS: The 


“mean EPS scores for the three marital groups 
_were: married, 33.0; divorced or ‘separated, 

49.4; single, 55.7. There was an overall 
| “significant difference between the three 
- groups (p < .001), as shown by an analysis 
3 of variance. Comparisons of pairs of groups 


“by t-tests (two-tailed) showed that the 
“married patients differed from each of the 
_ other two groups (p < .001 in both cases), _ 
| jut that the single did not differ signifi- — 
7 vantly from the divoreed or separated (. 10 | 


Since the: items in Wittman’s (30). published 
version of the scale were not numbered, Becker’s 


_ (1) numbers are used here. The reader may readily 


the item in /Wittman’s s version by its de- 


| iserial Correlations of EPS to Discharge Slats 
at Monthly Intervals 

0.14 - 0.26 

ere 0.09 0.48 

3 0.10 0.39 

4 0.14 0.26 

0.16 (0.18 

0.29 0.02 

7 0.03 

8 0.01 

9 0.38 0.001 


‘Only 11 of the 20 items were significant at 
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> p> 05). Table 3 shows a relation- 
ship between marital status and EPS score 


_ when the latter is divided into approximate 
_’ quarters. (The specific cutting points were 


chosen so as to place all tied scores in the 


TABLE 2 | 
Relationship of EPS Items to Discharge Status Nine 
| Months After Admission 
A | Defects of interest vs. defi- | 105) 0.26) 0.04 
nite display of interest 
B | Insidious vs. acute onset | 104) 0.26) 0.03 
C | Shut-in personality '92| 0.09) 0.50 
D | Schizothymic vs. syntonic | 105) 0.15) 0.21 
personality 
E | Range of interests 105} 0.25) 0.04 
F | Constitutional bias 99) 0.28) 0.03 
G | Low energy tone_ 105} 0.15) 0.23 
H | Asthenic build 92) 0.31; 0.02 
I | Heterosexual contact . 102} 0.30) 0.02 
J | Marked academic interests | 91) 0.15) 0.27 
vs. active interests in | 
Sports | 
K | Careless indifference vs. 105| 0.28) 0.02 
: worrying, self-conscious | | | 
_ type | 
L |} Exclusive stubborn traits tot) 0.10) 0.43 
vs. insecurity and inferi- | 
ority feelings | 
M | Toxicity of exhaustion 104| 0.04 0. 75 
_N | Precipitating conditions | 102) 0.09) 0. 46 
‘|. (situational reaction) | 
| Duration of psychosis 0.32) 0.01 
F | Inadequate affect vs. emo- | 105) 0.37/0.002 
‘tional instability or ap- 
Me propriate affect | 
Q | Hebephrenic symptoms 105} 0.24) 0.05 
R | Ideas of influence _ 105| 0.12) 0.33 
-§$ | Physical interpretation de- | 103) 0.15) 0.22 
Tusions 
T | Atypical symptoms 105) 0.26} 0.03 
TABLE 3 
Relation of Marital Stats to Score on EPS for 
106 | 
| | oF = a5) | 
Married... ... 0 1 g 16 
Divorced or | 
‘Separated..|.. 5 8 6 
Single 22 18 10 7 


‘The quarters are approximate: outing: 
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same groups.) As seen there, marital status 
and EPS appear to be highly related, but 
not: perfectly so (chi-square = 37.20;‘df = 
6; p < .001): This high relationship is es- 


pecially interesting since the EPS, unlike | 


the Phillips Scale, contains relatively few 
items directly dependent upon marin ~~ 
“tus. 


Relation of Marital Status to | 


‘Nine months after admission, the — 
rates for the three groups were: single, 39 
per cent; married, 73 per cent; dhyaroed or 
‘separated, 52 per cent. 
eompare marital ‘status and EPS 
| scores as to prognostic power, one might 
dichotomize the patients by both predictors 
‘and compare the percentages which are 
predicted accurately by the two dichot- 
omies. In dichotomizing marital status, one 
finds what seem to be adequate theoretical 
grounds for lumping the divorced or sepa- 
rated patients with either of the other two 
groups. One might lump them with the 


married patients because they had at least 


once in their lives shown evidence of some 


sort of heterosexual adjustment. This ap- 


parently was the logic of Phillips (23) who, 
in constructing his prognostic scale, assigned 
relatively good pre-morbid scores to di- 
vorced and separated patients. On the other 
hand, one might lump the divorced or sepa- 
Tated with the single patients, on the 
grounds that neither had succeeded in 
a marital adjustment. 

“If the scores on the EPS reflect a con- 
tinuum rather than an underlying dichot- 
omy, it is an arbitrary decision where one 
places the cutting point for. predicting good 
vs. poor outcome. To compare meaning- 
fully the prognostic validity of EPS with 
that of marital status, one might choose 


the cutting point so as to predict the same 


proportion of discharges as is predicted by 
marital status—otherwise, the chance dis- 
tribution of prognostic accuracy would dif- 
fer for the two predictors. For example, the 
present sample included 25 per cent cur- 


rently married and 75 per cent not cur-_ 


The that. tle 


‘¢urrently married would be discharged a1 1 
the unmarried would not. be discharg, d 


- yielded 61 per cent accuracy at nine mont: s 
after admission. For the comparable pr - 
diction—that the low 25 per cent on EIS. 


would be discharged and the high 75 pr 
cent would not be discharged—the accurac y 
of prediction was slightly less (56 per cent). 

On the other hand, 47 per cent of the 
patients either were married or had be n 
married at one time in their lives. A pre- 
diction that these 47 per cent would be dis- 
charged and the remaining 53 per cent 
‘would not was 62 per cent accurate at the 
nine-month interval. A predietion using a 
comparable cutting point on the EPS was 


slightly better (65 per cent accurate). Thus 


‘there does not appear to be much difference 
in the predictive status. 
and total EPS score. 

One might expect the validity: 
of marital status to have been hindered in 
this study by the fact that there was no 


selection by age, so that the sample in- 
cluded some young men who were below 
the usual age of marriage. The median age 
of first marriage for American males is 22,6, 


according to Vital Statistics of the Umited 
States (28). Of the 105 patients in the 
present sample, 19 had not yet attained 


their twenty-third birthday; of these, two 
were married and 17: were single. The 
prognostic accuracy of marital status was 
eomputed again at the nine-month interval 


for the 86 patients. who. were 23 or older. 


The values were 62 per cent accurate pre-— 
diction for current marital status, and 63 
percent for married once vs, single. In- 


both cases, the prognostic accuracy was 
raised by only a single percentage point 


| 
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"DISCUSSION 


"The present results that | 
divts discharge slightly better than! chance, 
but as = as ‘marital stata: 


Pay. 


3 
= 
; 
1 
ge 
| 
| 
| 
| 


; 


should in mind; however, 


4 ‘status is probably not. an 
13 1 al etiterion of recovery. Many: variables 


1er than degree of improvement may in- 


1 ence whether a patient is discharged. Dis- 

i arge status does have an advantage over 

1 teria involving ratings of improvement in 
t }atitisa simple objective fact, and is not 

endent upon subjective estimates by the 
: ir jn vestigator. Nevertheless, it is possible that 

«ar a higher relationship to EPS. 

5 These findings on the predictive atouraecy 
| ? of the EPS cannot be compared directly 
! ith the original data of Wittman because 
of differences both in criteria of improve- 
ment in mode of presentation of data. 
_ However, prognostic accuracy was clearly 
much higher in Wittman’s study than in 
1 present one. In both cases the ‘schizo- 
-phrenics and their social histories were 
those of the Illinois public hospital system, 
although about 20 years intervened between 
_ the two studies. Quite possibly, differences in 
_patient population, in treatment procedures 
_or in discharge rate account for some of the 
‘difference. Also, our sample was 62 per cent 
first admissions, and the remainder aver- 
"] only five months’ previous hospitaliza- 


Wittman’s were unselected by num-_ 
: ber of previous admissions, and presumably | 


“were much more chronic. In our present 
3 sample, 50 per cent were discharged after 
: nine months. Wittman used ratings of im- 


provement and did not present discharge — 


data. Also, she did not specify the interval 
between admission and follow-up. How- 
“ever, her follow-up period apparently was 
and her discharge rate less. 

It is possible that Wittman was able to 
“use the EPS more effectively because she, 
asthe author of :the: scale, firmer 
a of the intent of:the items. The present 
_ Investigators had a good bit of difficulty 
— the scale in a meaningful manner. 
ere were several reasons for this: 

Phe wording of the descriptive labels 
Wittman offered. for ‘items, 


4 


clinically rich’ and descriptive, is exceed- 
ingly imprecise. It is not entirely clear what 
is meant by “shut-in” personality or “poor 
bite on life.” Even phrases like “withdrawal 


and disinterest in social surroundings” or. 


“dates frequently”. were found to be de- 


eidedly ambiguous in the absence of speci- — 


fication of the degree and variety of with- 


drawal, or how many dates. Ambiguity in 


some items results from a lack of specifiea- 
tion of whether the material is to be rated 
at a behavioral or an interpretive level— 
e.g., “insecurity and inferiority feelings” 
(Item L). Also, some of the items call for 
a judgment which is very difficult to rate 
objectively, even. with optimal information 


“low-energy tone” (Item G). 


-» Furthermore; in at least three items, two 


‘thavantiaditdie are stated as opposites whith 


are not necessarily opposite. For example, in 


Item J the rater must score “marked week | 


demié interests vs. active interests 

sports”; in Item K he must score pets 
indifference vs. worrying, self-conscious 
type”; in Item L he must score “exclusive 
stubborn traits vs. insecurity and inferiority 


feelings.” In the present sample several pa- 


tients were both studious and athletic, or 
both self-conscious and carelessly indif- 
ferent, or stubborn with feelings of inferi- 
ority. Also, some patients showed’ neither 
of the two characteristics—e.g., . they were 
studious nor athletic. 
Many single items contain a 
cdinbeotatintioe not necessarily related, with 


the requirement that they all be rated 


on a single continuum. For aie eget ‘we 


are asked to rate in Item O: 
 “Shut-in personality. General: The psy- 


chotice condition is simply an exaggeration 


of the peculiar type of personality shown — 


all through childhood. Stormy childhood 
often with overprotection and anxiety, a 


difficult adolescence characterized by ina-— 
_ bility to get along with and mix with other 
children» Constitutional apparently rather 
than product of specific environment.” 
- In addition, many of the items appear to 
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_ The descriptive paragraphs of nine of the 


20 items mention, among other things, some- 


thing about inadequate social interests. 


tainty that the scores assigned by different 
- Investigators have the same meaning. It 
is true that Wittman reported a two-rater 
reliability of .87. In the present study, two 
clinicians rated 67 of the cases and obtained 
a reliability of .97. This, however, was ob- 


tained only through extensive discussion of 


earlier cases, and agreement as to the in- 


3 terpretation of the items. Presumably the 


same was true for Wittman and her co- 


worker. A reliability coefficient obtained in 


this manner reflects more nearly the work- 
ing relationship of- the co-workers than 
characteristics of the scale as an oitgieeannad 
for general use. 

_-In her original Wittman 
a marked bimodality of the scores (29, p. 
22). She interpreted this as indicating that 


“two definitely separated classes or types 


have been included in the sampling, thus 
the hypothesis of Langfeldt—that there are 
two types of schizophrenia differentiated as 
to prognosis appears to be corroborated.” 
The present sample also gave some hint of 
bimodality, as seen in the frequency dis- 
tribution in Table 4. Becker (1) obtained a 
similar bimodality. This effect might. be an 
artifact of a tendency of the raters to re- 
spond.to the diffuseness of the items by 
rating them in accordance with an overall 


| 


| “TABLE 4 
Frequency Distribution of EPS Scores _ 


sometimes felt that they were doing this. — 

Despite all of its deficiencies, the sez i 
does to some extent measure something th it 
is meaningful about patients. In the prese it 
study, as in Wittman’s investigations, a 
nificant relationship was found between t .e 
EPS and outcome. Also, several investig + 
tors (e.g., 2, 7, 10, 32) have obtained si:- 
nificant relationships of EPS to perceptuil, 
cognitive and physiologic variables. - 

In approaching the problem of i improving 
the EPS, one finds an ambiguity. concerning 
what the EPS .is intended to do. If the 
process-reactive distinction derives _ its 


meaning primarily from. its prognostic 
value, then any scale measuring it might 
reasonably include all variables which pre- 
dict. outcome, irrespective of their con- 
gruence with the traditional descriptions of 
the process and reactive syndromes. For ex- 


ample, age and socioeconomic status have 


been reported to be related to outcome. Yet 
these variables do not make good sense as 
identifying features of subvarieties of schiz- 
ophrenia. On the other hand, one might 
take the view that the scale is identifying 
two syndromes or: subvarieties. of schizo- 
phrenia which are useful to study, whether 
or not all of the symptoms have prognostic 
value. This view of the problem would seem 
to indicate that the scale should retain 


items which tend to correlate with one an- 


other, regardless of their: Prog- 


nostic .values. 


difficulty with both is that 
the prognostic. relationships : in. question 


probably vary. among clinical samples, as 


from rural.to urban, from lower to siantier 
socioeconomic groups, or with educational 
level, or sex of patient. Process schizo- 
phrenia is ‘supposedly characterized by poor 
pre-morbid adjustment, but the signs of 


poor adjustment probably vary with the 


sociocultural subgroup from which the 
tient. comes. This has been: pointed out, in 


effect, for the case of males as compared. 


to femsles by Farina et al. who make 
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. indicate the same degree of maturity 
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0 | er differences between subgroups of pa- 
ticats as to ease of attaining various be- 


viors. For example, the Phillips Seale 


pl ces heavy emphasis on pre-morbid het- 
‘er sexual behavior, including sexual in- 


te sourse, as an identifying characteristic. 


‘of che atypical (i.¢., reactive) schizophrenic. 


' swever, Kinsey et al. (11) found that the 


he:erosexual behavior of males varies mark- 
@d'y with educational level and socioeco- 
; onic status, the lower-level males showing 
much more heterosexual intercourse. Hence, 
for lower-level males, heterosexual activity 
need not imply the same degree of maturity 
is it does for middle-class males. One might 


ask if such groups truly differ on pre- 


portid “adjustment.” Is the typical middle- 
class youth less well adjusted than the more 
heterosexually active lower-class youth? | 


tient’s subculture. Query (24) applied the 


phrenics both from the rural areas of Ken- 


American culture, and from Louisville and 


phrenics from the rural area were much 
‘more heterosexually active before their ill- 
‘ness, and hence obtained higher scores on 
“the Phillips Scale, than were comparable 


“patients from the urban corhmunities. 


Moreover, this difference on heterosexuality 
‘is exactly what one would expect for normal 


= patriarchal, which should make adop- 
‘tion of the male sexual role easier. (Un- 
‘fortunately, we do. not yet know whether 
‘the “good pre-morbid” patients from the 
showed better remission than the 


2 ‘poor pre-morbid” patients from the cities.) 


it does for males. However, the logic 
their argument might be extended: to 


_ There is more direct evidence that score 
on the Phillips Scale varies with the pa- 


Phillips Premorbid Scale to male: schizo- 


tueky, where there is a subculture which | 
differs considerably from the mainstream of. 


‘incinnati. She found that male schizo- 


young men in these two subcultures. Query 
“points out that the rural culture is much > 


investigator “good pre- 


morbid” and “poor pre-morbid” patients by 


the Phillips Scale, he probably would have 
groups which differed sharply on socio- 
cultural background. It therefore appears 


possible that other investigators who used 


the Phillips Seale for this purpose may have 
obtained groups which differed on socio- 
cultural backgrounds, and that some of the 
differences found on other measures be- 
tween these two groups may in part re- 
flect such disparity in background. 

_ There are also items on the EPS which 
wiigies be expected to have differing implica- 
tions for level of adjustment, depending 
upon the subculture—e.g., Item E, range 


of interests; Item J; marked academic in- 


terests vs. active interests in sports; Item 
K, careless indifference vs. worrying, self- 
conscious type. A well adjusted young man 
of upper middle-class background would | 


more likely have wide interests (a reactive 


sign) and academic interests (a process 
sign) than would a well adjusted member 
of a lower-class group. Also, “careless in- 
difference” is probably more socially ac- 
ceptable in some lower-class groups than i in 
the middle class. | 
Perhaps: we need prognostic 


scales for different groups of patients. A re- 


view of the literature on prognosis indicates 
that this may be so. The findings concern- 
ing prognostic variables have been highly 
conflicting. For example, a large number of 
studies like the present one have found that 
married patients have a better prognosis 
than do unmarried. This has been reported 
for men (4, 9, 14, 17), for women (6, 21), 
both for men and for women (15, 20), and 
for groups of patients consisting of both 
men and women (16, 18, 22, 31). However, 


_one of the most thorough studies of all (27), 


using patients from the University of Min- 
nesota Hospitals, found no such relationship. 
What variables account for such discrepan- 
cies is not clear, but other characteristics of 
the patient population, such as sociocultural - 
background, seem worth investigatirg as to 
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their effect on the prognostic value of me 
various predictors. 

These considerations. appear to raise im- 
portant questions about the meaningfulness 


of the process-reactive distinction, since a 


given characteristic has a different implica- 
tion for . adjustment depending upon. the 
population. Since at present, in selecting 
“process” and “reactive”. schizophrenics 
from various populations, investigators use 
a single set of criteria without regard to 
their varying meaning, the various groups 
of “process” or “reactive” schizophrenics 


may not be comparable as to prognosis. 


Also, it seems to make little sense to hy- 


pothesize that such groups, from different — 


populations but with similar scores on the 
EPS or on the Phillips Scale, are similar 
_ in the degree to which psychogenic or con- 
stitutional factors contribute to their ill- 
ness. It would appear that process and re- 
active schizophrenias, if they exist, must 
have different behavioral manifestations in 


patients from different sociocultural back- 


grqunds. This might account for the fact 
that.Zuckerman and Grosz (32) and King 


(10) obtained diametrically opposite 


sults when they compared process with re- 
active patients on the Funkenstein test. _ 
. Measures of socioeconomic status which 
are meaningful for research on process and 
reactive schizophrenia should be obtained 
on the parents of the patient, rather than 
on the patient himself. The usual indices— 
education, income, occupation and address 
_ =-might be lowered more by a poor pre- 
- morbid adjustment than by. a good one. 

Obtaining such information on the parents 
‘would require considerable expenditure of 
' research effort, since it is usually not — 
ble in the typical case history file. Such an 
_ Investment of research time would appear 
to be justified, however, by the importance 


of this line of research. The findings of the 
- Duke group (8) on differences betweeen pa- 


tients with “good” and “poor” pre-morbid 


ee norm. Soc. Psychol., 53: 229-236, 1956. 
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type of researc h may yet produ ce a ma ot 
advance in re schizoph ¢- 


SUMMARY 


“The validity of the Elgin } Pr 
natin Seale (EPS) was examined for 1% 
newly admitted patients. Each patient v. as 
rated on the EPS at. the time of admissi a, 
and his discharge status was obtained nide 
months later. Total EPS score was sig- 
nificantly related to discharge status from 
the sixth through the ninth month after ad- 
mission. At the ninth month (by which 
time 50 per cent of the patients had been 


discharged), the biserial correlation bes 


tween EPS and discharge was 38, a sta- 
tistically significant relationship (p < .001). 
However, only 11. of the 20 items had a 


significant relationship to discharge status. 


_.The seore on the EPS bore a marked re- 
lationship. to marital. status, married pa- 
tients more often being. classified on the re- 
active end and single patients on the process 
end. Marital status alone predicted dis- 
charge about as well as did the EPS. bk 

The characteristics of good adj ustment 


probiably vary. in different subcultural 


groups. If this is so, the process-reactive 
distinction should have different manifesta- 


tions in the various populations; and the 


meaning of a score on a given scale based 
on pre-morbid adjustment, as well as its 


prognostic significance, should fluctuate 


with the sample. It follows that, to identify 
process or reactive patients, one needs dif- 
ferent scales for — 
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THE SIGNIFICANCE OF THE BASAL GANGLIA 
IN CLINICAL NEUROLOGY 

tal musele, it 


Wiedom begins when we reali that 


The basal aoa are traditionally asso- 


ciated with the “extrapyramidal motor sys- — 


tem.” The concept of this latter has always 
been somewhat vague; closer. examination 
_ of it in anatomic and physiologic terms 
serves only to make confusion worse con- 
fused. By definition, the expression should 
include all those motor systems the- fibers 


expression (though “nonpyramidal” mig at 
be better)—with the proviso that it is in 


fact only one of several such systems. _ 

Clinicopathologic and, more recently, sur- 
gical experience has shown that the basal 
ganglia are the nub of this system. It must 


be admitted at once that, compared wi + 
some other grey masses in the brain, ve 
little is known of the connections and func- 


tions of these nuclei. ‘They are, as 


of which do not pass through the medullary~—sus said of the spleen, “organum plenum 


pyramids (omitting those corticobulbar fi- 


bers which are strictly analogous to the cor- 
ticospinal fibers of the pyramidal tracts). 


This would include those fibers with impulses 
_ affecting the function of glands, the contrac- 


tion of smooth muscle, and the general con-— 


trol of the internal milieu (hypothalamic 
efferent system) ; and those fibers with im- 
pulses ultimately causing changes not only 
in autenomically controlled organs, but also 
in the skeletal musculature, in response to 
emotion (rhinencephalic efferent system). 
Yet the term “extrapyramidal motor sys- 
_ tem” is. commonly used to mean only those 
neurons which control tone and postural ac- 
tivity in skeletal muscle. Bucy (1) has ques- 
tioned the existence of a “pyramidal tract” 
in functional terms, but anatomically it cer- 
tainly exists, however wrong earlier. con- 
cepts of its function may have been. Un- 
doubtedly the term “extrapyramidal motor 
system,” as currently used, is both anatomi- 
eally and functionally meaningless. Insofar 
as we are dealing with that system which 


controls tone and postural activity in skele- 


*Department of Anatomy, The University of 
Liverpool, Liverpool, England. The author wishes 
to thank Professor R. G. Harrison for his en- 

ment, and tu express his gratitude to. the 
number of physiologists and clinicians in 


conversation with whom these ideas have been 


formulated. 


mysterium”; anything that may be said of 
them in the present state of our knowledge 
must be largely speculative. Yet speculation 


may be useful insofar as it induces others to 
speculate also. Moreover, the amount of ap-— 
parently unconnected information scattered 
throughout the clinical, pathologic, surgical ' 
and experimental literature justifies an at-_ 
tempt at integration, even in the in- 


complete state of knowledge. | 


‘The first fact that. must be faced i is one : 
which has been known for over a half-cen- : 
tury: that the forebrain (probably exclusive : 
of the cortex) is developed from the alar, or 
sensory, lamina of the primitive neural tube. — 
Thus the structures within it, of which the 
neostriatum (NS)—.e., the putamen and 
caudate nucleus—is the important, can- 
not, by definition, have a direct motor func- ° 
tion. Years of research have failed to pro- 
duce evidence of direct connections from the. 
NS to lower motor centers in the brain stem 
or cord; it has perhaps been insufficiently 
vealiea: that, if they were found, the care-_ 
fully built up neurologic theories of almost 
100 years would have to go by the board. 
The best we can hope of the NS in terms of 
motor funetion is that it forms an importan: 
link in a feedback circuit which nitimatel 


controls true motor centers. 


‘The (globus pallidus, ¢ GP). 
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$y, 


the hand, may be, in part, developed 
rm the primitive ventral thalamus of the 
di ncephalon (12). In adult anatomy, this 
.omes the subthalamus, zona incerta, and 

« haps the hypothalamus. The GP is in fact 
 stomicaly continuous with the substantia 
ra (SN) of the midbrain, and the cells it 

} ‘c re are of the large type commonly 
fe fo ind i in true motor structures. These con- 


i erations lend credence to the possibility 


a hit the GP may be, at least partially, a true 
4 motor center. It is the purpose of this paper 
» trace the feedback circuits in which the 
be-sal ganglia are involved and the efferent 
projections of the motor part of the GP, 


and to show, as far as is at present possible, — 


how they are associated with —, 
d jal” function. — 

As Gooddy (4) pointed out, even the 
should be considered as a point in a 
: p, rather than as a supreme center which 
‘receives, integrates, stores and emits mes- 
“sages. However, as long as we continue to 
consider “systems” as separate entities, they 
“must be given a start at some fixed point, 
and the cortex isthe obvious place. 

- Although differént functional areas of. the 
cortex long been the idea 18 


(1.é., its efferent connections), or 
“of its cyto-architectonic structure, but of its 
_thalamocortical connections. Most of the 
“neocortex may be regarded as an umbrella 
| erected on the thalamus, each separate func- 


tional area receiving a point-to-point pro- 
jection from a specific thalamic nucleus. 
Phylogenetic studies show that the neocortex — 


| and: thalamus (and the NS) develop pari 
_ passu with one another. The “motor cortex,” 
_in'the broader (a 
defined as the projection area of the ventro- 
_ lateral nucleus of the thalamus (VL) ; this 
_ cérresponds: roughly to areas 4, 

The next logical step, therefore, i is to con- 


a ider the afferent connections of VL. It is 
Known that it receives fibers from the 


correct) sense, may be | 


Dy 
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(brachium con- 
junctivum), originating in the cerebellum 


(Cb). The fact that neurosurgeons have re- 
cently found lesions of VL to be as effective 


as those of GP in the symptomatic relief of 
Parkinsonism serves to emphasize that VL 


also receives an important afferent contribu- 


tion from GP. This has been known for some 
time, but that it is as functionally significant 


as the contribution from the Cb has perhaps 


been insufficiently appreciated hitherto. As — 


far as is at present known, Cb and GP are 
the only extrathalamic sources of afferent 
supply to VL. 


Tracing these neuron pathways further 


back, we find that the Cb in its turn receives 
its afferents from three principal sources: 1) 
the peripheral proprioceptor mechanism, 2) 
the olive, and 3) the pontine nuclei. As the 
latter are functionally concerned with the 


true pyramidal motor system, they will not 
be further considered here. The origins of 


afferents to GP are not fully known, but we 
are already cognizant of a large and be- 
wildering number of sources. For the pur- 
poses of the present discussion, however, only 
the five most important and well eotabitahert 


need be considered: 1) the motor cortex, 2) 


the NS, 3) the substantia nigra (SN), 4) 
the brachium conjunctivum (from Cb), and 
5) the subthalamus. Since NS itself is also 
known to receive afferents from the motor 


cortex, it can be seen that a short — is al- 
established :? 


Motor 


ures: 


GP: _ globus pallidus 
NB: putamen and caudate nu- 
) 
SN: substantia nigra ak 
_LMN: lower motor neuron 
cerebellum 


MRC: motor reticular centers of medulla 


ITN: intralaminar nuclei of ae 
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Since NS and GP together make up the basal 
ganglia (BG), the figure can be simplified 


It will be shown that other ind more complex 


loops can be superimposed upon this, and 
an attempt will be made to explain their 
functional significance. But it should be 
stressed that we have already demonstrated 
a simple feedback circuit whereby there is 
mutual interaction between the motor cortex 
and basal ganglia. 

The next loop to be PROBS operates 
through the cerebellum. As far as the “extra- 
pyramidal” motor system under considera- 
tion is concerned, the essential link in this 
chain is the olive. This structure receives 
afferents from the motor cortex, the NS, the 
GP, the red nucleus and, indeed, all the nu- 


clei associated with this non-pyramidal mo- — 


tor system (15). In its most simplified form, 
this in isolation, may be 


Here, again, we have a simple Seine of 
three mutually interacting structures, It may 


be integrated with Me second | 


above: 


and the connections. | 
the midbrain and medullary motor reticular 
centers (MRC), the connections may be 
summarized as follows (MC: motor cortex: © 
Sth: subthalamus; LVN: Deiters’ 


As shown ip the figure, the cerebellum also 
receives proprioceptive afferent information 
_ via the spinocerebellar and (putative) tri- 
- geminocerebellar tracts from the spindle or- 
gans in the skeletal muscles, which are, of 


the input and output of both of these int: t 
related circuits, instead of being self-mai :- 
taining, are constantly being modified a d 


modulated by the afferent. 


formation so supplied. 
Although there are “to e 
considered, it would be convenient at tl is 


stage to break off and pay attention to t.e 


mechanisms whereby efferent influences ave 
brought to bear on the lower motor neuron 


(LMN),so that a theoretical basis may |e 
given for certain clinical observations. The 
known non-pyramidal motor pathways ini- 
mediately above the LMN are three in num- 
ber; 1) rubrospinal, 2) (lateral) vestibulo- 
spinal (deiterospinal), and 3) reticulospinal. 
The importance of the first of these is a mat- 
ter of some contention, but the consensus is 
that it is of less significance in man and 
other primates than in the cat. The second is 
to some extent an independent system, 
though it is tied to. the others to a certain 
degree because it is under the influence of 
the motor cortex, and joins in the feedback. 
loop through the cerebellum. The third may 
therefore be considered to be the most im- 
portant from the present point of view. The 
actual neuron pathways by which the cells 
of origin of the reticulospinal tract are 
brought under higher (z.e., more cephalic) 


influences are at present ill understood, but 


if we leave out the red nucleus and its (pos- 
_ sible or probable) downward projections, — 


3 
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| 
; 
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an 


initiated by and Granit 

1 nave shown the LMN to be in fact twofold. 
q Tre « motor neurons supply extrafusal mus- 
ele fibers, while the smaller y motor neurons 
Duoriatc the intrafusal fibers in which the 
proprioceptors are situated. To obtain 
smooth postural tone or contraction of a 
‘muscle, the discharge of a and y motor neu- 
‘Tons must be closely integrated and syn- 


‘thronized. Some of this integration oceurs — 


‘through monosynaptie (spinal). segmental 


"reflex arcs, whereby afferents from the 


driven) intrafusal muscle spindles estab- 
dish synaptic contact with the a motor 
‘neurons (6). It appears, however, that no 
‘monosynaptic reflex is established with the 
y efferents. The suprasegmental servo-loop 
rough which feedback control is exercised 


asses the cerebellum: 


involving all of the preceding would only be 


_them all in mind will instantly perceive that 
gn tetruption at any point in this complicated 


circuitry will produce symptoms of disor- 
: dered motor activity. It is well known that 
}sions in the cerebellum cause “intention 
q remor,” whereas Parkinson’s disease, in 
* ‘hich the basic. pathology i is thought to be 
the substantia is be char- 


To to make a composite figure 


Dcitesse: ; but the subtle reader who bears 


acterized by “tremor at rest,” which tends to | 
diminish or disappear when voluntary move- _ 


ment is performed. It was classically taught 
that these symptoms are, as it were, equal 


opposite, or mutually exclusive from a 
differential diagnostic point of view. But 
since, with the advent of surgical measures — 
for the relief of Parkinsonism, this syndrome | 


has been more carefully studied, the distine- 


tion -has become less clear. Moveover, in 
diseases grouped under the heading of “olivo- 


pontocerebellar degeneration,” a mixed 
symptomatology of both types may be seen. 
Currently, the belief is widely held that 


Parkinsonian tremor is due to asynchronous | 


discharge of « and y motor neurons. But it 
is also known that the tremor is pyramidally. 
mediated, in that it can be abolished by sec- 
tion of the corticospinal (pyramidal) tracts 


—although at the expense of the ability to 


perform skilled movements. This shows that 
normal synchronous discharge of « and y 
LMNs must require integrated activity of 
both pyramidal and non-pyramidal upper 
motor neurons. On anatomic grounds, the 
only place where the integration of the two 
systems can occur is in the motor cortex. — 
The work of Granit and Kaada (5) has in- 
dicated that the a and y components of the 


- LMN are differentially driven from the med- 


ullary motor reticular centers—i.e., that 
there are probably separate and independent 
reticulospinal neurons governing the activity 
of a and y efferents, respectively. It is tempt- 


ing to suggest that these reticular neurons - 


may, in torn, be driven 
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motor reticular the wh h 


by higher non-pyramidal centers, although — 
; is restored by the destruction of GP. 


there is at the moment no evidence either for 


or against this hypothesis. Whatever mecha- - 


nism may be shown to exist at this level, it 
seems safe to say that, while impulses caus- 


ing Parkinsonian tremor travel down cor-. 
ticospinal fibers, those responsible for 
rigidity reach the LMN through reticulo- 


spinal pathways. 


As far as is at present enon: the path- 


ways and mechanisms by which a and y 
synchrony are controlled from higher centers 
have been described. It is reasonable to sup- 
pose that the motor cortex, acting on infor- 
mation received from VL, “sets” the rate of 
discharge of the LMN by means of its inte- 
grative action. Lesions of the SN may upset 
this balance in one or both of two ways. 
1) A lesion i in the circuit: oe 


may the input to the motor. 


so that its subsequent output to motor reticu- 
lar centers results in asynchronous discharge 
to the LMN. This: theory demands that 
_ pathologic changes in the SN cause it, not to 
go out of action, but to discharge abnormal 
impulses through GP and VL to the motor 
cortex; therefore, surgical lesions in either 
GP or VL cut off these abnormal Seas 
and, as it were, restore the balance. | 7 
2) In addition to their upward 
both SN and GP (but not VL) discharge 
downward to motor reticular centers, 
a circuit which may be 


‘Swi 


this lesions of SN, 
structive or eausing abnormal discharges, 
ens cause an “out of — input to the 


While both of the mechanisms above m y 
be at work in causing the symptomatole : y 


of Parkinsonism, present experience in ‘i 


cates the first (Figure 6) to be the more i a- 


Portant, because surgical destruction of \ L 
is just as effective as that of GP in allevi: t- 


ing the condition, or restoring the balance. 
VL is not involved in the second circuit 


(Figure 7), and therefore symptomatic re- 


lief caused by its destruction awaman be Ae 
counted for by this mechanism. io 

The recent surgical experience of Rand 
(11) , whereby destruction of SN alleviates 
Parkinsonian symptoms, lends color to the 
theory that the syndrome is caused by ab- 
normal discharges from SN, rather than by 


destructive pathology. So, indirectly, does 


the observation that some patients whose 


symptoms have been relieved by pallidot- 
omy subsequently deteriorate. Once the 
‘GP has been destroyed, only a progressive 


inerease in abnormal discharges from ae 
could further upset the balance. _ 
‘It. is interesting, in the light of what bas 


Been. said about. Parkinson’s disease, to 


glance briefly at the disorders resulting from 
lesions of the cerebellum. Despite the fact 
that more is known of the anatomy and 
physiology of the cerebellum than of the 
basal ganglia; it is more difficult to explain 
the symptomatology of cerebellar disorders 


on the basis of information currently avail- 
able. Figure 3 shows that the cerebellum dis- 


charges to the motor-cortex through VL. Yet 
surgical destruction of.this nucleus does not 
produce any permanent, symptoms referable 
to the cerebellum. Another important com- 


ponent of the brachium»conjunctivum goes 


to GP, yet even combined ipsilateral lesions 
of GP and VL have no. effect in this direc- 


tion. One might be tempted to implicate the | 


connections from the cerebellum to the med- : 
ullary motor reticular centers, which pass 


through the inferior peduncle, and have been 
shown to affect the activity of a discharge 
from the LMN (2). But it is s known that : 


¢ 
3 ll 
p 
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i 


en the inferior peduncle is intact, experi- 


3 m ntal lesions of the dentate nucleus or the - 
sult.of movement. 


erior peduncle (brachium conjunctivum) 


_be ow its decussation in the midbrain cause — 


j in ention tremor. As it decussates, the bra- 

eh um conjunctivum bifurcates into an as- 
ee e ding limb, which is distributed to VL and 
G’, anda descending limb (arrowed in the 


i fo. lowing diagram), which passes down to 


th motor reticular centers in the medulla 
& be ‘beyond?). Experimental evidence in 

monkey (9) shows that isolated destruc- 
a of the descending limb alone, like iso- 


nd VL), does not cause the appearance of 


% 


in case of we 
‘are dealing with a known destructive lesion, 
it must be assumed that when direct Cb in- 
fluence (through the brachium conjuncti- 
vum) is removed from both GP and MRC, 


the balance of input to MRC from higher 


‘eenters GP) is disturbed, remult- 


ated destruction of the ascending limb (GP 


Cerebellar 
bah in discharge to LMN. That 
tl 'e tremor appears only on movement is ex- 
_p'ained by the fact that the afferent input 
_tc Cb comes from the muscle spindle organs; 
the influence of the 


certhelivink: on motor output occurs only 
when the cerebellum itself is ote as a re- 


The final circuit be is de- 
pendent upon the point-to-point projection 
from the intralaminar nuclei of the thalamus 
to the caudate nucleus and putamen (NS) 
(8, 10). The intralaminar thalamic nuclei 
(ITN) are now well known for the im- 


portant role they play in the reticular arousal 


system of Moruzzi and Magoun (7). The 
ITN receive reputedly nonspecific impulses 
from many sources, of which the best known 
are the peripheral special and somatic sen- 
sory receptors. However, Valenstein and 


2% 


br 
conjunc tivum) 


{ 
| 


jection from the ilessoebai to ide nu- - 
clei in a series of animals, and, in the cat at — 
least, they also receive fibers from the cere- 
bellum (3, 13, 16). It can be shown that 
these nonspecific signals may influence the 
output of the — cortex in the’ following 

way: 
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by this that in- 
creased musele tone is brought about by pe-— 
ripheral afferent stimulation (¢.g., pain). 
Emotional states are believed to be accom- 


by increased rhinencephalic dis- 
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charges, and are to be accom- 
panied: by changes in muscle tone. It would 
appear that. psychogenic hypertonia is 
brought about by increased rhinencephalic 


(hippocampal) bombardment of the ITN 


through the mechanism illustrated above. 


Finally, if the same, or similar, connections — 


obtain in man as in the cat, it may. be as- 
sumed that the hypotonia observed in de- 
structive lesions of the cerebellum is due to 
the diminution of the number of afferent im- 


pulses arriving at the ~ and motor = 


via the ITN. 

These thoughts on some of 
of the basal ganglia are tentative conclu- 
sions, based on data known to be incomplete. 
As new facts come to light in the fields of 
anatomy, physiology, pathology, and medi- 
cal and surgical neurology, it will almost 
certainly be necessary to, modify them, and 


perhaps to discard some of them sna: si 
_13. THomas, D. M. Kaurman, R. P. M. 
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OBJECTIVE EVALUATION OF PSYCHOTIC PATIENTS UNDER 


years there has been a remarka- 
ble inerease in the number of previously 


re nerts the development of a new psychi- 
atric index specifically designed for rating 
?p ychiatric outpatients in total or partial 


double-blind study of the effects of 


withdrawal of ataractic drugs in chronic 


psychotic patients who had improved under 
‘treatment with such drugs was conducted 
‘in the outpatient clinic of Springfield State 
Hospital (3, 4). Various available rating 
seales were reviewed but were found to be 
inapplicable to the specific situation in- 


volved. The Lorr, Jenkins and Holsopple 
‘Multidimensional’ Scale for Rating Psy-. 


chiatric Patients (7) was devised for hos- 


pitalized patients. Another scale by Lorr 


et al. (8), while devised for outpatients, was 
found to be eoncerned largely with psycho- 


neurotic symptoms and thus of limited use- 
’ fulness in a population with a high inci- 


dence of and recurring 
Other (1, 2, 5) were but 
‘aon to be inapplicable to the patient pop- 


ulation concerned, impractical in the clinic 


setting, or not sufficiently informative in the 
areas desired. A scale was needed which 


study was suppo 


sehotic patients under-maintenance drug 


-eould be easily and ‘Tapidly scored, and 
“in part by ‘Research 
‘Grant #MY-2147 (RA) and MY-3672 from the 
National Institutes of Health, U. S. Public Health 


£ * Springfield State Hospital, Sykesville, -Mary- 
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‘ which would reflect changes in behavior, 


in psychotic or neurotic 


ona in social adjustment. 


CONSTRUCTION OF INDEX sabe 


Since no instrument both satisfactory anid 
readily usable was available, one was de- 
vised for the study. A list of symptoms and 


aspects of behavior believed to be ratable 


was compiled. The sources for this com- 
pilation were standard psychiatric texts (6, 
9, 10), the Lorr Seales (7, 8) and, of course, 


the clinical experience of the authors. The 


list of items finally selected is shown in 
Table 1. It was divided into three sections. | 


Sections A and B (“Psychotic Symptoms” 
and “Psychoneurotic Symptoms”) were de- 


signed to be filled in by a rater with experi- 
ence in psychiatry or clinical psychology | 
after an interview with the patient. Section - 


C. (“Social Adjustment”) was designed to 


be rated by a social worker on the basis of 
information supplied by the -patient’s fam- 
ily. It was felt that the short patient-psy- 
chiatrist mterview might not always reveal 
the presence or absence of hallucinations, 
rage reactions, and grossly inappropriate 
sexual behavior. The social worker therefore 


discussed these: points with the patient’s 


family and. recorded their opinion on “Sup- 


plement to Section A.” This information 


was then available to the rating psychiatrist _ 
for use, at his discretion, to modify items 
#2, 16, 17 and 18 in Section A. | 

was found most convenient to 
three degrees of severity for each item, with — 
an additional column for “not present” or 
“minimal” and one for “unratable” (cor- 


responding roughly to this scale: 0, absent: 
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rcatment in outpatient paper 
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“TABLE 


Section A Psychotic Symptoms Bereta 


q 


1 


| 


; 


4. Delusions, frequency of 


10. Speech, incoherence and irrelevance | 0.93 
13: Speech, stereotyped or neologistic | 
18. Grossly inappropriate sexual behavior | 
‘Flattening of affect 


Other regressive 


| 
> 
oemcien 
Symptom 0 1 2 3 U 
2. Hallucinati f 
: ucinations, frequency of 
3. Delusi lausibili 
7. H ivi 
. Hypoactivity 
| 
| 
| 
= 
22. 4 
ae. 
tee 
a 
: 


Section B Psychoneurotic Symptoms 


4 


Compulsive acts, frequeney | | } . 0.33...) 0.02. 


Somatic complaints, fatime |, | | | | om | 


Symptom 0 i 2 3 U 
£3. Feeling of inadequacy 0.68 
31. Obsessions 0.69 4 
32. Compulsive acts a8 0.33 0.02 
¥ 
41. Somatic complaints, other (specify | 0.79 
_ 42. Concern over sexual problems | 0.88 . : | 
: 43. Frequency of concern over sexual problems |. 0.94 . 
_ 44. Disturbance of sleep, insomnia and/or restlessness | 0.74 j 


TABLE 1—Continued 
Section C —_ Adjustment 


Date: Patient’s Name: | ee 


G0. Degree of social activity 


61. Degree of responsibility at home | 0.61 
62. Capacity for employment | | Ai 
| | | 


The acre ofthe ratings below ae to be ued by the rte of Seton to modity~if indicated the 
scores for items 2, 16, 17 and 18. me, : 


*p= <0.001. observed in patient sample | 


, 


: 
55. Mood, de d 2 * 
; , depresse 0.83 
2 
56. Excitability 0.71 . 
57. Empathy 0.63 
Ambiti 
ition 0.56 
eee 
59. Adaptability to change 0.78). 
| 
4 
. 
A2-a Talking to self + J 
| a se | 0.87 
* 
| A2-b Responding to voices | : 
24 Bé 
| A.17 Frequency of such rage reactions | —0.04 0.78 I 
A 18 Grossly i i al behavi | | 
q 
os inappropriate sexu avior | t g 
st 


2; moderate; 3, severe; : unrat- 
le). Detailed definitions were worked out 
reach degree of each item.* . 

d ' The authors were faced with the problem. 
-c! whether the various items of the index 
-s.ould be differentially weighted. An at- 
--t-mpt to reach a consensus among several 
experienced clinicians as to what weights 
4 1ould be assigned to the various symptoms 


unsuccessful. Under these conditions, 
: in se of a weighting system would be expected 
: at ) introduce errors exceeding those inherent — 
1 & non-weighted scale. It seemed obvious 


iat patients showing “severe” symptoms 
ow hich would have been heavily weighted 
would have so many additional symptems 
“that they would receive a high score whether 
_ items were weighted or not. (In practice, 
_thia wee found to be the ease.) 

| _ Among available instruments, the Lor 


to the Springfield index. It be 


_ noted, however, that the Lorr Scale divisions _ 
puted for each item, using the intraclass cor- 


relation coefficient. Items not meeting our 
criteria of reliability were revised and re- 


< of severity vary from three possible degrees 
_ to six, whereas the Springfield index’ items, 
- with one exception (#50), are all sealed in 
~ three steps. Some items on the Lorr Seale 
(e.g., “mood”) are ratable in two directions 
- from a “normal” value (for “mood,” toward 


elation | or depression). On the index this 


does not occur: “any deviation from “nor- 
~ mal” has a “positive” value (e.g., two items 
“relate to mood—#14 to “depression,” #15 
_ to “elation”). This makes possible a simpli- 
quantitative score. 


Approximately a third of the 62.items (1, : 
-2,3.5,9, 13, 19, 23, 25, 26, 27, 30, 32, 36, 37, 


38, 39, 44) are essentially the same as the 


_ ones on the Lorr Scales. Another third (6, 7, 


© satples for each of the Sections A, B and C: 
attitude toward: 0, none; 1, doubts 
_ them; 2, certain they exist; 3, obeys them. Com- 
- oulsive acts: 0, none; 1, resists with little discom- 
_ fort: 2, resists ‘only with considerable discomfort ; 


leans 1, careless and indifferent in grooming; 2; 


from the authors on request. The are 


to resist. Dress: 0, keeps self neat and: 
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8, 10, 11, 12, 14, 15, 16, 21, 28, 29, 31, 34, 40, 


42, 45, 46, 47, 48, 52, 53, 4, 59, 56) are simi- 
lar to but not identical with Lorr Scale 
items. The remaining third (4, 17, 18, 20, 22, 


24, 33, 35, 41, 43, 49, 50, 51, 57, 58, 59, 60, 61, 
sae are items not included in the Lorr mene 


To investigate the reliability. 
that could be obtained with the index, two 
examiners rated 50 patients on each of the 
sections. The ratings on Sections A and B 


were made by a psychiatrist and a psychol- 
-ogist after a clinical interview with the pa- 


tient; those on Section C, by two social 


workers after an interview with the family 


or other persons with. whom the patient was. 
living. In each instance both raters were 
present during the interview but one took 
the lead in conducting it. Ratings were made 
independently, after the — of 
interview... 
The agreement. between raters was com-— 


rated. The coefficients of the final version 
are reported in Table 1. Of the items in Sec-- 
tion A (Psychotic), only one (15, Elation) - 
had a coefficient of less than .50. One (7, 

Hypoactinty) fell between .50 and .60. 
Three items (9, Manneristic behavior; 18, 
Grossly inappropriate sexual behavior; 19, 
Suicidal thoughts) were not observed in the 


_ patient sample rated. All of the others = 


reliability coefficients above .60. 

the items in Section B 
rotic), five had coefficients below .50 (32, 
Compulsive acts; 33, Compulsive acts, fre- 
quency; 35, Disruption of activity by pho- 
bia; 36, Tension, as evident to observer; 39, 
complaints, “heart’”). One item (40, 


Somatic complaints, gastrointestinal”) had 


a coefficient between .50 and .60. Two of 
these items, those relating to compulsive 
acts, had low coefficients; they were rarely _ 
observed in the patient sample. The low re- 

liability of two of the somatic complaint 
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items might trots tack thint only 


one of the two raters. had head 
training. 

InSection C (Social P 
items (45, Eating habits; 54, Mood, elated) 
had coefficients below 50, two (47, Under- 
eating ; 58, Ambition) coefficients falling be- 
tween .50 and .60. The two negative .coef- 
ficients (A16 and A17) occurred on the 
“Supplement” only and did not influence the 
correlations of the corresponding items (16 
and 17) on Section A itself, which had high 


fe USE OF THE INDEX 


“The double-blind study for the in- 
dex was constructed was designed in the 
following manner: | 

- From recently and apoled pa- 
tients, 144 were selected who had experi- 
enced a non-organic’ chronic psychosis, had 
improved under treatment with ataractic 
drugs, and seemed compaagtd stabilized on 
medication: 


Of the 144 pabionts; 56 were men 88. 


were women; they ranged in age from 19 to 
66, with a median age of 43.5. One hundred 


twenty-seven had a diagnosis of schizo- 


phrenic reactions (64 paranoid type, 42 
catatonic, 21 other); 12 suffered from vari- 
ous types of depression, three from manic 
depressive illness, and two from psychosis 
with mental deficiency. Length of hospitali- 
zation ranged from two months to 35 years, 
with a median of 30.5 months. The patients 
had received a variety of treatments, but 
drug therapy appeared to be an important 
factor in recent improvement in all of them. 
Of the 144 patients, 92 were receiving chlor- 
promazine, 16 reserpine, 13 promazine, 12 
prochlorperazine, and 11 perphenazine. 


After a preliminary phase (average. 


length, 4:3 months), during which the pa- 
tients. were evaluated and placed on their 
usual medication in unidentifiable capsule 
form, they-were randomly distributed into 


either control or withdrawal groups. The 


medication was in the contrc 
_ group. For patients in the withdrawal grou; | 
capsules containing the full maintenanc — 
dose were gradually replaced by capsule — 
containing progressively diminishing dose _ 
and, finally, inert placebos. After varyin. — 
lengths of time, the patients in the contro — 
group were also withdrawn from medication, — 
so that eventually all patients were with — 
drawn. The occurrence of relapse wa: | 
determined clinically by the treating psy. — 
chiatrist. Withdrawal from ataractic medi- — 
cation markedly increased the likelihood of © 
relapse. The average monthly relapse rate — 
was four per cent for patients under full 
medication (“control group”) and 12.3 per 
cent for patients Teoeiving: mediea- 


tion or placebo. 


Index ratings were made at Cise-tioath 
intervals (at least twice prior to with-— 
drawal) until the time of relapse or until | 
the termination of the study. Ratings were — 
made by the treating psychiatrist (Sections — 
A ane and the social 


-Seores were in the following 
way: Each item checked in the first column’ — 
(see Table 1) was scored as 0, in the second | 
as 1, in the third as 2, in the fourth as 3, 
giving a numerical score for each section of © 
the index and a total index score (the sum — 
of the scores of the three sections). The — 
scores on the Supplement to Section A were 
not counted as separate items but were used — 
to modify the corresponding items on Sec- 
tion A as described above. Several different 
methods of handling the relatively infre- 
quent unratable items were considered, but 
nore. seemed entirely satisfactory. It was 
discovered that all patients with more than _ 
one or two items so checked (largely mute : 
or unco-operative patients) had a high score — 
even if the scores were not prorated in any — 
way. In the interest of practicality and sim- — 
plicity, these unratable were entirely 
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SYMPTOM AND. ADJUSTMENT INDEX 


_ Frequency Ditton of Total Indes Scorn (nil and Final Rang) 


‘Relapsed Group (¥ = 100) 


Non-Relapsed Group (NV = 20). 


= 


Final 
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_ index. Twenty-four cases were eliminated 


_ they were returned to the hospital by the 
: families although the treating psychiatrist 
: did not observe evidence of relapse. Of these 
_ 120 patients, 100 had relapsed and 20 had 


7 _ not when the study was terminated. 


The distribution of the total index sees 


and non-relapsed groups, received high i ini- 


who were still quite ill at the time of the ini- 
tial rating.5 The distribution of total scores 
of the relapsed patients at the time of re- 
lapse (final scores) should. be ‘compared 
with the distribution of the final ratings of 


_ the non-relapsed patients. The general in- 


~ erease in the index scores at the time of re- 


: lapse is apparent from this tabulation, as is 
the stability of the index scores in non-re- 
lapsed patients. In Figure 1 the initialseores = 


_ reported here, many having been made before re- 
- vision of the index was completed. “Initial” rat- 


herein shown, wee made ater he nde was 
_ revised and pre-tested, and after the procedures 
| 


the investigation were © well 


‘The from only 120 
5) eee as the basis of this evaluation of the 


: beeause of incomplete index data or because 


of the 120 patients is reported 1 in Table 2.A 
_ number of the patients, in both relapsed ae 


_ tial scores; these were, of course, patients — 


FINAL 


‘ane. plotted, absinst.the final 


relapsed patients. It is seen that most of — 


the scores of relapsed patients are above the 


“no change’’ line, indicating the general in- — 
crease of index scores in these patients. 
Figure 2 shows the initial and final scores of 
the 20 patients who did not relapse; these 


— 


- 


JMITIAL. Scores 
Fro. 1. Seattergram of inital and final scores of 
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* 2. Seattergram of initial and final scores of 
non-relapsed patients. 

The results of a statistical hors of 
-data obtained from these 120 patients are 
reported in Tables 3 and 4. Table 3 shows 
that there are no significant differences be- 

en the initial seores of patients who later 
relapsed at any time during the study and 
the’ scores of those who did not relapse. | 
Thus, at the beginning of the study the two 
groups were comparable. Table 4 indicates 


that the final scores of the group who re- _ 


lapsed are significantly higher than those 
of the group who did not-relapse. Both of 


these statements obtain for all sections of 


the | index and the total index score. “The 
total index score and all the subscores dis- 
criminate between relapsed and non-re- 


patients. 

e relapsed patients shown in ‘Tables 3 
and 4 include. those who relapsed on medi- 
pape as well as those who relapsed on 
plaeebo. To ascertain whether differences in. 
medication produce a confounding influence 
on the index ratings, the data were analyzed 
for each of two subgroups: all those who 
relapsed on full medication (25), and all 
those who had at least one placebo rating 
prior to relapse (30). Tables 5-10 compare 


these two subgroups to the 20 non-relapsed 


patients and present the changes i in ratings 
within each of the three groups. The results 
summarized in these tables that 
the ‘validity of the index wag not affected, 


Total 15.80 |. 

Ts 


- whether patients were receiving active med. 
leation or placebo at the time of relapse. 


- It would appear, then, that the index is E 


indicator of relapse. As pa- 
tients relapse, all the subscores and th | 


total index score rise to a statistically sig. 
nificant degree. The scores of patients-wh — 
do not relapse do not rise and, indeed, may — 
fall slightly. As shown in Table 11, the ini- 
tial total score and the percentage of pa-_ 


tients who relapsed are positively related. 
Although this trend does not reach statisti- 


cal significance, it is in all of 


the 


PACTOR ANALYSIS 


factor analysis of 23 items with 


bility coefficients of .78 or better was com- _ 
puted by the principal axis technique. (By — 


* 


‘TABLE 


“Initial al wid Significance of Their 
and Re- 


a Non-Relapsed Group (N = 20) 
_ lapsed Group (N = 100) | 


TABLE 4 4 


| 1.86 
1.89 ns. 
0. 97 aS. 


Final Ratings and Significance of Their . cpiliee : 


| lapsed Group (N = 


Index Section| | 


> 
RRS 

2 


‘ 
; 
| | 
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i 
; 
| SCORE 
| 
Mean 
Mean 
Initial 
Index Secti Rati Diff 
ex tion ting erence 
| (Relapsed 
Group | 
roup) 
roup 
A 2.20 4.14 1.94 
. B 5.20 7.72 2.52 
| C 9.45 | 10.90 | 1.45 
Total 16.85 22.76 
f 
I 
¢ 
i 
Mean 
Final 
Rating Difference 
; (Relapsed 
4% 
Group) | Group) 
7.79 | 4.45° 
‘re 
6.76 | 4.35° 12 
” 
41.71 “26.91 8.51* 
¢ 
i 


TABLE 5 


Placebo Ratings and of Their 


"Difference for 20 Non-Relapsed Patienis and 
Those $0 Relapsed Patients Having at 


INDEX 


Mean First 
Placebo 


: 2.35 | 3.27 | 0.92 |0.840ns 
10 | 6.27 | 1.17 (0.806 n.s 
| 9.75 10.53 | 0.78 (0.440n-s 
Total | 17.20 | 20.07 | 2.87 |0.857n.8 


for Non: Paints and 9 
Patients Having at Least Two 
Placebo Ratings | 


2.00 | 10.13 | 8.13 | 4.131" 
3 4.25 | 13.80 | 9.55 1 

9.55 | 16.77 | 7.22 | 4.190%. 
| Total | 15.80 | 40.70 | 24.90 | 6.975* 
| 

“Change in Rating and lis Significance for Those 80 
— Relapsed Patients for Whom a Prior 

4 Mean First Mens. 


ibe were still on and i in 
| ‘relatively good condition were used. Table _ 
{2 presents the results of this analysis. ‘The 
columns headed 1. through 7 contain the 
. loadings for-each of the seven factors de- 


rating. 
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TABLE 8 


in Rating and Iis 25 
Patients Who elapsed on Medication 


4.16 


Total 


90 

Bas 
| 


<.001. 


TABLE 9 
Cheese | in Rating (Initial to Final) and Its 
Significance for Non-Relapsed Group (20) 


Index Section} Initial Change | 


—0.939 n.s. 
.684 n.s. 
0.998 n.s. 


846 n.s. 


—0.20 
—0.95 
0.10 


A | 2.20 
B 5.20, 
C 9.45 

Total | 16.85 


*A negative t a in 


TABLE 10. 

in ‘Rating (First Placebo to Final) Ite 

Change 


Fist 


—1.087 
1.276 n.s. 

20: | —0.252 n.s. 
Total | 1 80. 40 | -1.093 ns. 


| —0.35 


~0.85 


| 


TABLE 11 


| Relation Between Initial Rating and Per Cent 


014 44 


| 
Mean 
Index Section} Initial Change t 
Rating | 
Mean First 
I dex Section (an Rating | Difference 4.4127 
Group) 3.397* 
cé 
Mean 2.00 
Final a 4.25 | 
i Section 8 Rating Difference t 9.55 
(Non-Re- . 
lapsed 
Group) roup) | 
15.80 | 
6.27 13.80 7.53 7.004* 
_ 10.53 16.77 | 6.24 5.497* r | 
| 20 .07 40.70 20 .63 
| 69.4 
4 het 
] th fi t Total 70. 1 
from the analysis. Only the first two 


TABLE 12 


Hallucinations, attitude toward | 
_| Hallucinations, frequency of _ 
Delusions, plausibility of 
Orientation (time, place) 

Speech, coherence and relevance 

| Speech, decreased productivity: 
Depression 
Irrational rage reaction 

Attitude toward 
Affect 
Self-criticism ~~ | 
Hostile attitude 

Troubled by feelings of guilt | 
Somatic complaints, other (specify) 
Concern over sexual problems 


‘ Overeating 

| Sleeping habits. 
Drinking habits 
Smoking habits 
Dress 


Capacity for employment 


Frequency of concern over sexual problems 35 


Factor Analysis of 93 Items 
Principal Aris Loads (Decimal Points Omitted) 
—40| —03| 01 1 


03 | —06 | —44 2; Il}. 
—11 14 | —26 | -—30; 2). 
07| 45|—21| 08| 


= 

&% 


14| 61] 47| 


40 | 
—21 —39 | 06 —03| 18 
09 —08 | 


| 2 


| 


will be interpreted, as contain 
correlations above .50. The first factor ap- 
pears to be primarily related‘ to schizo- 
phrenia, as the highest loadings occur with 
itenis involving hallucinations and delusions 
(1, 2 and 3), incoherent: and irrelevant 
speech (10), affect (21), dress (51), and 
capacity for employment (62). The second 


_ faetor seems to relate to depression, as the 


highest’ ratings occur with items describing 
_~-this’ general syndrome: depression (14), 
self-criticism (26), feelings of guilt (30), 
and concern over sexual (42 
43). 


|. DISCUSSION AND 


index was successful in indicating relapses 
in an outpatient population. One might ob- 
ject that a bias was introduced by having 
the isame*examiner who diagnosed relapse 
mle the ratings on Sections A and B. How- 


ever, the ratings on Section C, done inde- 
pendently by a social worker, yield parallel 


results. A more nearly complete evaluation 


of the index, using ratings by independent. 
raters not directly concerned with the man- 


agement of patients, seems indicated. The 


results obtained, however, would apparently : 
justify the use of the index for further in-. 
vestigation. The potential user might want 


to evaluate data from the three sections (A, 


B, ©) separately ; for this reason we have 


presented our data in toto. Since the three 


sections showed generally similar increases, 
the present authors found it more conven-— 


results clearly demonstrate that the 


SUMMARY 


tion of an outpatient rating scale have been 


presented. Investigation completed thus far _ 
indicates that the scale is reliable, and tha’ 
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SYMPTOM AND ADJUSTMENT INDEX 


ent of relapse. 
-ormed which yielded two clear factors in 


sor and a depressive factor. 
_ Because of the lack of simple evaluative 
jastruments designed for outpatient popu- 


» 


cale seems to reflect the most, 
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INTRODUCTION 


Follow-up studies of | 


have beefi concerned primarily with evalua- 
tion of the efficacy of various forms of ther- 
- gpy, and collection of data on the long-term 
course of psychiatric illness. Both of these 
topies have proved to be extraordinarily re- 
si largely because we still cannot 

equately describe patients, treatments or 


; of improvement, and because patients 


undergo so many experiences outside of 


therapy and subsequent to it that may af- 


fect them for better or worse. Hastings 
rightly says, “‘A review of the literature of 
prognosis in psychiatric illness is a lesson 
in humility, for it is difficult to obtain a 
clear picture either of-spontaneous remis- 
sion baton or how the rates differ from spon- 
taneous when some treatment is used” (9, 
p. 1057). As will be seen, even this seem- 


ingly simple statement incorporates a 


knotty problem by using the adjective 
“spontaneous.” Goldstein’s recent paper 
eriticizing the widespread use of the word 
“spontaneous” (7) lends support to the 
4 for evidence which may clarify what 
Frank and his co-workers (3) have noted 
concerning patient-response to nonspecific 
activity of culturally defined healers. They 
have found evidence that reduction of 
symptoms is partially a function of the po- 
tentiation and activation of the patient’s 
expectancies regarding such improvement. 
This paper deals with long-term improve- 
ment, patient experiences subsequent to a 
treatment program, and relationships be- 
tween these two factors. ‘It ts the report of 
ae This study was supported in part by grants 
; from the U. 8. Public Health Service and the Ford 
he Johns Hopkins of Medi- 
| Maryland. 


ANTHONY R. STONE, MSS.W.! JEROME D. MD? 
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a ‘five-year follow-up study of. a group or 


adult psychiatric patients who had origi- 
nally received approximately six months of 
psychotherapy to which they were assigne:| 


in accordance with requirements of an on-— 


going research study. Subsequent treatment 
was uncontrolled but was ascertained at 
periodic follow-up evaluations. Results are 
considered from the standpoints of the long- 


term course of psychiatric ilIness and the: 


PROCEDURE» 


The were 54 


of the Phipps Clinic of The Johns Hopkins — 


Hospital, diagnosed as having a psychoneu- 
rosis or personality disorder. Their ages — 


ranged from 18 to 55 years, and about two-. 
thirds were women. 
Three forms of treatment were in- 


dividual therapy, in which the patient was | 
seen privately for one hour once a week; 
group therapy, in which groups of five to 
seven patients were seen for one and one- 
half hours once a week; and minimal con- 
therapy,® in which they were seen 
dividually for not more than one-half hour 
once every two weeks. The first two thera-_ 


pies differed from the third in the amount of 
treatment time available to the patients, 
and differed from each other i in the use of 
individual or group sessions. 

_ Patients were assigned sequentially to one 
of the three types of treatment. Three sec-— 
ond-year psychiatric residents each con- 
ducted the three types of treatment, with 


‘six patients assigned to each type. These 
therapists had nothing to do with the as- 


Minimal contact therapy as described in ‘this 


paper is labeled Continued Treatment Pron 
(CTC) at the Outpatient Department of 


Henry Psychiatrie Clinic. 
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or with evaluation of 
tient progress. The design called for each 
'pitient to receive six months of treatment, 
god, although this goal was not quite 
achieved, it was reasonably approached. Of 
‘toe 54 patients included in the study, 48 
439 per cent) had four or more months of 
‘heatment during the experimental phase. 
| Patients were evaluated at the end of the 
experimental period of treatment 
‘(or when treatment was terminated, if this 
3 -eurred prematurely). Subsequently, an at- 
‘tempt was made to retain contact with the 
otal group of 54 patients for four more re- 
evaluations, which took place six months 
‘after termination of treatment, one year 
following that, a year later, and two years 
Jater—that is, five years after the first treat- 
ment contact. Thirty patients returned for 
‘the five-year evaluation, and they comprise 
the sample presented in this paper. 
_ Changes in personal discomfort and social 
ineffectiveness were selected as a means of 
‘gauging therapeutic efficacy (4). Change in 


iscomfort was measured by a scale on 


Which the patient indicated which symp- 
toms he had and how much they distressed _ 
him. Measurement of change in social in- 
effectiveness was more difficult, since ade- 


acy in interpersonal functioning cannot 


be determined simply by a person’s behav- 
jor. The meanings of this actions to himself 
‘and others must also be taken into account 
before socially judgments can be 

fectiveness scale, consisting of 15 social in- 
teractional categories, such as over-depend- 
ent, over-independent, officious, withdrawn, 
‘hb ‘dnpulsive, cautious and so on.* The patient 


; ‘The following are examples of definitions es 


ineffectiveness scale ca 


tegories : | 
Superficially-sociable : Seeks many super- 
ficial acquaintanceships. Breaks off re- — 
Jationships before they become intimate 
and/or refuses to form close relation- 
ships. N.B. Does not apply to relation- 
ships forced on patient, family 


“necessities of occupation. 


rated on each on the of 


two observed interviews, one with him and 
one with a relative. Interviewer and ob- — 
server in each case met following the ses- 
sion, r¢ésolved differences by consensus, and _ 
produced a combined rating. Finally, the — 
four staff members (two for the patient and _ 


_ two for the relative) met for a staffing, dur- 
ing which differences again were resolved by — 


consensus and a final rating was established 
for the patient. Though rather cumbersome, 
this procedure was considered to be neces- 
sary to minimize bias. = | 

- Throughout the five-year period the 


amount of formal help patients continued — 
to receive was impressive. This treatment 


was obtained at the Phipps Clinic and else- 


where, either in parallel with clinic treat- 
‘ment or independently. Stimulated by the 
thinking of Hinkle et al. (10) concerning 
_ the pessible role of life stress in the produc- 


tion of all types of illness, we gathered data 


_which appeared to be pertinent to this ques- _ 


tion at each follow-up period. Events such 


_as births, deaths, job changes, catastrophic 


events, illness of self or close friends and 
relatives, and seasonal fluctuations insymp- 
toms and ineffectiveness were recorded. 


However, patient status could not be related 


directly to these intercurrent events, partly 


_beeause of our difficulty in evaluating the — 
meanings of these experiences to the patient, 


and partly because of the problem of disen- 


tangling changes produced by therapy from 


those produced by environmental events. 
For example, advancement on the job could 
be the result of improvement in behavior — 


produced by therapy, or the cause of such 


improvement. The familiarity of these 
methodologic problems has not made them 
easier to solve. It was decided finally to 


< tionally ; behaves in an uncontrolled 
| Intra-punitive: Self-ctitical; tends to 

blame, criticize and hold himself re- 
and failures. Over-apologetic. 

— of this scale are available on request. 
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limit ‘the analyses. to. intercurrent illnesses 
and tment. 


At each follow-up the 
viewet completed a questionnaire with the 


patient. This was supplemented by another 


staff member’s administration of the same 
questionnaire to a relative of the patient to 


record the relative’s observations of, these 


events in the patient’s life for the same eval- 
uation period. Information obtained in- 
cluded illnesses or treatments the patient 
had had during the follow-up period. These 
° data were later categorized as follows: __ 
an) Type of illness (medical, psychologic, 
or psychologically based somatic com- 
_ plaints). 
_ 2) Duration of illness or 
. 8) Severity of illness (major or minor). 
(4) Treatment resource (medical exclud- 
ing psychiatric, psychologic including 
ssychiatric, social work or religious 
counseling; or a medical resource for 
psychologic help). 
4) Type of medication (for com- 
_ plaints or for psychologic complaints, 
@.g., tranquilizers). 
_.A special category under er heading 
was reserved for illnesses and treatments 
not. meanty classifiable into one of the cate- 


gories. 

The data obtained were into 
the: above categories by two independent 
Judges, and differences between them were 
later resolved by consensus. It is acknowl- 
edged that the data are imprecise, in part 
because of the inadequacy of information on 
which the ratings were based, and in part 
because certain categories are not mutually 
exclusive. As an example, the same illness 


_ could be classified under two categories if 


the patient reported both psychie and so- 
‘matic symptoms. On the other hand, each 
eategory was checked only once at any one 
evaluation point, regardless of how many 


different illnesses in that category the pa-. 


tient reported. Similarly, only one tally was 
tade for a contact with a given category 
of treatment resource in a single evaluation 


no mater ow many visits w:¢ 


made.® 


The ¥ariation. in tie length: “ot interv. is 
between evaluations may also have beer. a 
source of inaccuracy, though the durati n 
of the interval did not seem to be relat - d 
to the amount of illness reported. The fas 
tient reports seemed to be based on a “p:v- 


chologic present” which was relatively u:- 


affected by the actual interval betwen 
evaluations. For this reason, no corrective 
factor was applied for intervals of differing 
time periods. Even in the face of these in- 
adequacies, certain trends were apparent 
and will be. in the 


RESULTS q | 
e 30 patients who returned for the dra , 
y evaluation did not differ in any im- 
portant dimension from the original total 
group of 54 patients. That i is, the initial test, 
scores, diagnoses, types of treatment re- 
ceived and certain demographic characteris 
tics of the five-year returnees seemed to be 
representative of the total original sample, 
which, in turn, was similarly representative. 
of the general population of psychoneurotic 
white outpatients seen at the Phipps Clinic. | 
For the purposes of studying improve- 
ment and its correlates, the discomfort, and 
social ineffectiveness data were analyzed | 
independently. This was mainly because of 


an earlier finding (13)—that improvement 


is not a unitary phenomenon—and also be- ; 


cause of our intrinsic interest in the two. 
eriteria and their components. There is. 


some evidence that they might have. 
combined, with most. improved and least 
improved patients categorized on the basis” 


of ordering averaged ranks, as was done to a 
study intercurrent illness and treatment. : | 


Aes below.) For example, actual status (ag 
opposed. to change status) on one measure 


The did not. yield as to 


the: number of visits to a given treatment resource : 
in any one evaluation period. If a patient visited 4 
the same resource in more than one ome 


i 
i 
é 
fi 
ig 
> 
| 
* 
44 
] 
t 
f 
ah 


is positively correlated with actual status 
othe other at the five-year point (r = .61, 


a the fifth re-evaluation (r = .38; p < .05). 
* ywever, if the measures had been com- 
b aed to study improvement, this would’ 
_h ve limited our opportunity to examine 
tie subseales of the discomfort scale, as. 


4 -flectiveness scale. 


D.SCOMFORT IMPROVEMENT 


- With respect. to discomfort, at the five- 
4 ‘ar point 23 patients (77 per cent of the 
3 returnees) showed improvement from — 
_ their initial level, two were unchanged, and 
“five (17 per cent) were worse. At the time 
oi the first. re-evaluation, immediately fol- 


a ent: program, 19 (63 per cent) of these 30 
patients were and the j 


* five-year the gains reported immedi- 
t tely following the formal treatment. pro- 
had been maintained or increased.* 


— at the ‘evaluation points, 
_ supported the above finding. Figure 1 in- 
_dicates that the group showed its greatest 
“improvement: between successive evalua- 


~- at the time of the first re-evaluation, 


diately. following the éxperimental 
period. The mean symptom drop 
8.3 was significant. (t = 2.52, p < .05). 
_ Thereafter the symptom level was generally 
maintained or showed a continuing slight 


drop, except for the third re-evaluation, 
a increase The mean 


patients who showed most: mme Dopw 


at each evaluation yore le key 
turn for gabsequent. ones. This suggests that the 
provement over time of a group of psychoneu- 
tie patients is probably even the 
“cures in the text matente. 


4 < .001). There was also some association + 
--b tween change on each of the two measures 
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. ‘ll as the different categories of the social | 3 


evaluation of follow-up returnees = 
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Fig. 1. Mean discomfort scale scot at eac 


to five-year, and the to 


(p < .05). 

Five of the seale 
were examined separately. These consisted 
of statements to evaluate anxiety, and de- 
pressive, obsessive-compulsive, paranoid or 
somatic pipers Figure 2 demonstrates 


re. 2. Mean discomfort subscale scores at each 
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up returnees (N = 30). 


that all of the subscales showed significant 
improvement over five years (ps for all dif- 
ferences < .05). The anxiety and depression 
subscales showed rapid initial improvement 
and were the only ones to show significant 


change at six months (p < .02). The obses- 


sive-compulsive and the paranoid subscales 


changed more slowly, but showed about as © 


much change as did anxiety and depression 
between six months and five years. The so- 
matic subscale showed sual least improve- 
ment. 

The total initial sresptom level was found 


to be only moderately related to amount 


of change reported at five years. The cor- 
relation (r = .41, p < .02) between initial 
scores and five-year change scores indicated 
the somewhat limited prognostic value of 
initial discomfort: level for = gigeas at five 
years. . 

To study improvement, scores 


(initial to five years) were dichotomized at | 


the median, providing a group of 15 most 
improved patients and a group of 15 least 
improved patients. The correlation between 
initial and change scores: was moderately 
high (r = .66, p < .01) for the most, im- 


proved patients, but about zero for the least 


improved. The scattergram in Figure 3 pre- 
gents these data. With. —* to initial 


-80 -40 -30 -20 40 


0 © 2 30 40 50 6 | 


scores, the most were 


homogeneous, whereas the least improved 
fell into two discrete groups, one of which 
had high initial scores and the other low 


initial scores, This is disvansed 


low. 


most improved had significantly’ higher 
mean initial discomfort levels (49.6 to'33.9). 


They also presented more psychologic com-— 
plaints on the average than did the least 


improved (37.7 to 21.8), but about the same 


average number of somatic complaints (11.9 


to 12.1). In other words, the proportion of ; 


the total discomfort score which resulted’ | 
from somatic complaints was much “higher " 
for the least improved than for the most 
improved. With respect to change at five 7 


years, all types of symptoms (e.g., anxiety, 


depression) were significantly reduced - i. 
the most improved, whereas none was in 


the least. improved. In fact, there was a ten- 
dency (p < .20) for the low i improvers. to 
have slightly greater scores at five. 


diferences(unlem otherwise specified) 
significant at less than the 


Although (age; ‘sex, ete. 
and treatment (length, type) variables did 
not. differentiate the dichotomized groups, 
- certain other differences were apparent. The 
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| he subscale, perhaps reflect- 
7  despondency over the relative lack of 
in m rovement. Two further findings were the 
; : er mean age of the most improved (28.5 
ye: rs to 33.7 years), and the tendency (p < 
» for the most improved to include more 


Pp g sons of the Catholic and Lutheran re- 


lig groups. Two-thirds of the most. im- 


pre ved were Catholic or Lutheran, but only 
on -third of the least improved were. An-— 


ot! er finding related religion and’ type of 
¢o.1plaint. Nearly all patients whose initial 
eoplaints were exclusively or predomi- 
nantly psychologic were Catholic or Lu- 
theran, whereas the reverse was true for pa- 
tients whose complaints were heavily 


the ten patients ranked highest on a psy- 
chic/somatic index, nine were Catholic or 
Lutheran; among the ten ranks lowest, 
only one was. 

_ As noted above, the most ok were 


eit er high or low. Patients who had not 
in SS aowed or were worse, who also had high 


somatic symptoms. Incidentally, only two 
¢ategories contained in the scale used to 
; valuate social ineffectiveness distinguished. 
m t- from least-improved initially. The 
most improved tended to be rated initially 
: less officious. in their dealings with other 


‘people, and more 


By the 29 (97 per 
ent) of the 30 returnees had improved in 


social ineffectiveness; one was worse. This 
improvement. in ineffectiveness 


i immediately following the. six-month ex- 


treatment period, when only 20.‘ ° 
“(67 per cent) were improved, nine (30 per 
at) were worms, andl one was unchanged.® 


and. failure 


te return was similar to vat found with 
t footnote 6). | 


we ighted with ‘somatic symptoms. Among 


nitial scores, had a very high proportion of 


_ tarnees (V = 30). 


Inspection of the mean scores over the 
five-year period reveals a steady downward 
trend (Figure 4). However, as reported — 
elsewhere (3), there were treatment. differ- 
ences at six months favoring individual 
treatment in which patients improved sig- — 


nificantly, whereas patients in group ther-. 
apy and minimal contact therapy (CTC) — 
had not changed significantly. By five years, 
the outeome differences between. treatment 
forms had disappeared. 


Of the 15 inefloativeness-aeaie categories, 
eight: were infrequently used (withdrawn, 
officious, over-cautious, impulsive, overly- 
independent, unsystematic, irresponsible, 


and. superficially-sociable), on each of © 


which at least. half of the sample had initial 
scores of zero, and less than one-quarter had 
scores of three or more (on a five-point 
scale). On four of the more frequently used 
categories (sexually maladjusted, con- 
strained, intra-punitive and hyper-reac- 
tive), at least 60.per cent of the group re- 

ceived scores of three or more initially. On — 
the remaining three categories. (overly-sys- 
tematic, extra-punitive and over-depend- 
ent), about half of the patients had scores 
of three or more. These distributions illus- 
trate the kinds of social ineffectiveness 


ores 
INDIVIDUAL 
Ts. 


by type of treatment: of 


| 
q 
3 
4 
} 
a 
Al 
lative omogeneous in terms initia a 
4 if 
comiort, which was hi as oppose Ee 
Ve se initial discomfort was 
) east improved 
U 
3 
Mg 
2 
3 
as 
a 
= 4 
J 4 
9 
EXPERIMENTAL 3 
“a / = 
‘ 
| 
4 
} 


41 


ne 


patients that contained no kare il indi- 


viduals. 
As with the 


change scores were dichotomized at the 
median for the purpose of studying im- | 


provement. Of the demographic factors, 
only religion, where there was a tendency 


Lutherans to be among the most improved 


patients, distinguished the two groups. With 


respect to initial test scores, the only find- 
ing was the tendency (.20 > p > .10) for 
least improved patients to have a higher 
proportion of somatic symptoms (as was 
the case with the least improved in discom- 
fort). Those patients who had changed the 
most in social ineffectiveness at five years 
were initially more ineffective — were 
those who changed the least. : 
Degree of sexual clearly 
differentiated the two improvement groups 
initially. Those patients who were most 
improved had higher scores (least well ad- 
justed) in this category. Three other social 
ineffectiveness categories were predictive. 
Irresponsible and over-cautious were more 
characteristic of the most improved pa- 
tients, as was superficially sociable of the 
least improved. However, these categories 
were so infrequently scored that little con- 
fidence can be placed in this result. 
_ Four ineffectiveness ratings changed sig- 
nificantly in the total patient. sample, re- 
gardless of improvement status. They were: 
extra-punitive, intra-punitive, hyper-reac- 
tive and constrained. These changes are in 
line with those usually attributed to psycho- 
therapy.® Three additional high-change cat- 
egories (overly-systematic, over-dependent 
and sexual maladjustment) showed signifi- 
cant change only in the 15 patients who im- 
_ "These items had not changed atthe six-month 
evaluation. Actually, for the group of 30 patients 


months, 
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proved ‘This thé dift 
ence between most improved and _ le ist 
improved in ineffectiveness ed 
to these. | 


‘The results are on 


ve mation gathered beginning with the second 
(20 > p > .10) for more Catholics and» 


_ re-evaluation, six months after the comp|e- 
tion of the experimental treatment periad, 
since primary interest was in illnesses and 
treatments subsequent to that period. The 
‘total time span over which the reported data 
were gathered is four and one-half years, 
Ideally, 120 evaluations should have been 
recorded for the 30 patients during this 
time; however, not every patient kept his 
scheduled appointment. A total of ten eval- 
uations were missed at various points amon 
the 30 patients over the study period, leay- 
ing a total of 110 evaluations available. © 
To consider first the amount of illness as 
-determined by patients” complaints, of the 
total of 110 evaluations, no illnesses at all 
were teported in only 12 (11 per cent). 


However, every patient reported at least 


one illness in the four and one-half yeu 
period. 

‘With respect to type of 
cal complaints were many times more fre- 


quent than were psychologic. Of 142 classi- 


fiable entries of illnesses, only about 
one-third were clearly psychologic, the rest 


_ being about equally divided between strictly 


‘medical, and medical with a psychologic 
component. Results were similar when tabu- 
lations were made per patient. ‘Twenty- 
three patients reported psychologic illnesses 


at least once, 26 reported medical illness, 


‘and 21 reported medical complaints whicli 


had a probable psychologic involvement, 


Since there were only 30 patients, it is ap- 
parent that illness was frequently tabulated 
under more than one category. Twenty- 


tients. 
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re en n patients were scored in more than one 
a egory, and 13 of these were scored in at 


est’ three. Only three patients were 


e h cked in just one category. 
‘The patients sought help quite 


A Be to a helper was checked at least once — 


ip 92 (84 per cent) of the 110 evaluations. 
q  -enty-seven patients (90 per cent) visited 


4) :-elper in all or in all but one of the evalu- 


‘at.on intervals, and every patient made at 


Te st one such: visit 1 in the ‘and one-half 


type of help wpe of 
saiion received reflect the type of illnesses 
Bact Of 103 classifiable entries, one- 


he lper (including psychiatrists); the re- 
Mainder were with non-psychiatric physi- 


8 alee All but three patients went. at 
least once to a general practitioner, and 
nine went only to this type of physician, 
but almost two-thirds of the 30 patients got 
hel p for emotionally based symptoms from 
these physicians. Of 21 patients who sought 
help from a counselor or psychiatrist at 
least once during ‘the four and one-half 
years, 19 also: visited a general practitioner 
at least once. Two-thirds of the total sam- 
ple. went to more than one helper in an 
evaluation period at least once during the 
total time span, and five reported these 
Multiple visits on three or more evaluations. 
~ In terms of medication received, of 59 
@assifiable entries, 41 were sedatives or 
at imulants, and 18 were medications for 


y yitamins, which in’ most cases. probably 
? ould have been included in the psychologic 
Sategory. Twenty patients took sedatives 
x stimulants at least once, and ten: took 
ther medications. Sixteen patients took 


For ease of will be referred 


o hereafter as general practitioners, although ac- 


third were contacts with a psychologic 


ns,!" half for relief of emotionally based: 
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Wied et medication and 16 


reported taking medicines on all or on all 
but one evaluation, whereas ten received 
medication no more e than o on 
ation period. — 

With respect to severity, iBhnabes’ were 


classified as ‘major’ if they caused a severe _ | 


impairment of the patient’s usual function- 


ing, including illnesses requiring‘ hospitali- 
gation; as “minor” if this was obvious from 


the notation (e.g., “colds”), or if there were 


no visits to a physician, or little or no medi- 


cation taken. On this basis, there were 13 


-major illnesses among ten patients, all of 


whom also had minor or not clearly de- 
finable illnesses. At the other extreme, six 


_ patients had minor illnesses only. The re- 
- maining 14 had at least one illness of inde- 


terminable severity, and all but one of these 


also had at least one minor illness. | ae 
~ With respect to duration, the number of 


chronic illnesses was probably over-repre- 
sented in our tallies, since, if a chronic ill- 


ness was reported at more than one evalua- 


tion, it was checked each time, although it 
might have represented a single continuing 


illness. On the other hand, no matter how 
many acute illnesses a patient reported for : 


one evaluation period, the category was 


‘scored but once. It is of interest, however, 


that 27 patients were checked for chronic 
illness at least once, and 23 for both chrome 
and acute illnesses: 

-'To summarize, this heal 
vicually severe illnesses, but many ‘minor or 


questionable ‘ones which tended to ‘be | 


chronic: and were regarded by the’ patients 


as medical, though a physician would “ 
most as having major psychologi¢ compo- 


nents. Patients tended to seek a lot of help, 
primarily from local medieal doctors, and 
to take medicines for relief. The overall 
picture also suggests frequent inability: to 
define clearly ‘the illness or the type of help 


needed. All but’ three patients: had more 
than one type of illness, 
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mary source of help at least once. However, 
the most common- reason for doing: this 
seemed. to be for relief. of psychologically 
based complaints. In the same connection, 
about two-thirds visited more than. one 
treatment source in a given evaluation pe- 
riod, and about one-half took more than one 
kind of medication. | 


To investigate the 


improvement and imtercurrent medical his- 
tory, the patients were dichotomized: on the 
basis of their combined rank orders of im- 
provement in discomfort and ineffective- 
ness.'* The least improved reported more 

illnesses (88 to 66) and more treatment con- 
tacts (83 to 55) than did the most improved. 


Of the 15 patients who visited a help-giver © 


in each evaluation period, ten: were. in the 
least improved group; of the 15.who did not 
see such a person during at least one inter- 
val, only five were in this group. (These 
findings can be. seen as an independent 
validation of the improvement measures— 
that is, patients who were sicker on the cri- 
teridh measures had more illnesses and 
treatments than did those who. were less 
sick.) 
With. respect. to of 
illnesses. noted above, some especially in- 
teresting differences appeared in the nature 
of the complaints reported by the least and 
most. improved, and in the pattern of help- 
seeking. Clearly psychologic: and. clearly 
medical illnesses. were noted with about 
equal frequency in the two groups. However, 
the greater number of illnesses among least 
improved patients was accounted for almost 
completely by illnesses perceived by the pa- 


tients as bodily but by the raters as having 


a psychologic basis, or by illnesses which 
the raters could not classify clearly from 
the patients’ reports of their complaints. 
The least improved had 24 entries of medi- 
cal complaints on a psychologic basis; the 
most improved, 16. 


The two scales were ‘analysed 
ducing essentially the same results. Dor of 


AL is 
patients; the most improved, only one. Aj :o, 

all five:patients who had two or more 1 0- 
tations of this type ob illness. were amc * 


the least improved. . 


Congjstent with ‘hie. le st 
improved made contact with general me li- 
eal practitioners over twice as often as cid 
the. most improved (47 to 20). The prepcn- 


derance of contacts for the least improved 


was for illnesses they apparently regarded 
as medical but the raters regarded as psy- 
chologic or unclassifiable. This tends to ex- 
plain why they went. to general medical 
practitioners more often for help with emo- 
tional problems than did the most improved. 


These findings suggest that the least im- 


proved were inclined to define their com- 
plaints in such a way that they could not 
get adequate help, either because they went 
to the wrong resource or because the com- 


plaints were so poorly expressed. Confirma- 
tion of this assumption. is suggested by the 


finding that the least improved. did more 


“shopping around” than did the most im- 
~ proved. All five patients who reported using 


every type of treatment resource (medical, 
psychiatric, non-medical, psychologic) dur- 
ing the four and one-half year eer were 
among the least improved.}* | 

To check this impression further, a iad 
tally was made when the record indicated 
that a patient had had more than one treat- 
ment contact in a given evaluation period. 


Over the four re-evaluations, this was noted 


21 times for the least improved and 14 times 
for the most improved, Of the ten patients 
who were in contact with more than one help 
resource within more than one of the four 
evaluation periods, seven were ne . 


chiropractors were made by members of the “Je:st 


improved” group. 
_ “When the 45 patients who returned for t e 
third evaluation (at two years) were dichotomiz-d 


into most and least improved, the relationship |-e- 
tween: ambiguity . and’ failure to improve did 4 
appear; nor was it noted in the five-year sam) 

at the two-year evaluation. this ter 
time. 
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FOLLOW-UP OF SYC 


D he relationship between difficulty in obs 


ai b ing appropriate help and lack of im-— 


) ement was found also with respect to-re- 
1 ces for psychologic help. Consistent with 
5 iat frequencies of illnesses classed as 
le: rly psychologic for both groups, the most 
( least improved were also noted almost 
eq pp lly often as seeking help-from a psycho- 


2 treatment resource (23 to 26). On the — 
h r hand, if these resources are grouped | 


and “other,”!® the most 
i roved, in contrast to the least improved, 
st to psychiatrists much more often (18 


it ve, respectively). Again it appears that, 


ex when the least improved reported their 


uD: psure about, or unaware of, the psychiatric 
sources available in the community. 


ti must be kept in mind that the analysis has 
disregarded individual differences among 
gatients. In all probability, certain patients 


are concealed in the statistical results who 


ponded unusually well or poorly to treat- 
ment. A detailed study of them would un- 
) ubtedly provide important information 
concerning psychotherapy which investiga- 
fions of this type cannot yield. Furthermore, 


ind was conducted by relatively inexperi- 
anced psychiatrists. It is possible that longer 
treatment by more mature practitioners 
mig might have yielded different results. Never- 
theless, the consistency of many of our find- 
ir igs with those reported by others suggests 
hat they possess some validity. 

“As a group, these run-of-the-mill adult 

08 ychiatric outpatients improved over the 
fir ive-year observation period, despite the fact 
‘ at they continued to report intercurrent 
ilh.esses. Improvement in discomfort oc- 
curred rather early, whereas improvement in 
80: cial ineffectiveness, though more 


4a “Tesources for psychologic help were with 


: as clearly psychologic, they were 


he initial period of therapy was very brief, 
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nounced at five years, occurred rapidly. 


Symptoms of anxiety and depression are 


_characteristically relieved by expectation of 


help, and from previous studies it may be 
surmised that the improvement noted at six 


months actually occurred much more 


promptly (6). The apparently more gradual 
improvement in other types of ptoms 
suggests that other processes ma 

volved that probably also account for the 
continuing improvement in anxiety and de- 


pression after six months. What these proc-— 


esses are remains obscure. The least changed 
symptoms at five years were somatic ones, 


and these symptoms were especially charac- 


teristic of least improved patients through- 
out the study. This i is. 


respect to effectiveness, the 


: group as a whole became less hyper-reactive, 
_ Jess constrained, less intra-punitive and less 


extra-punitive. These changes may simply 
reflect general alleviation of subjective dis- 
tress, enabling patients to achieve more 
spontaneity of emotional expressi 
@ narrower range, and giving them less oe- 
casion to assign blame either to themselves 
or to others. This may also reflect greater ac- 


ceptance of the desirability of 


a value implicit in psychotherapy. 
Diminution in overly-systematic behav- 


jor, over-dependency and sexual maladjust- 


ment was significant only in the patients who 
improved most. The first change is compati- 
ble with greater spontaneity ; the second has 
also been reported by Lorr (12), and the 
third accords with general experience. It 
probably results in part from improvement 
in anxiety and depression (which tend to in- 
hibit sexual interest and activity), and may 


relationships. 

For the group as a-whole, the improve- 
ment at five years was so great as to obscure 
the differences in improvement related to 
different forms of psychotherapy noted im- 


mediately at the close of the experimental 
period. Similarly, Levitt (11) found that 
_ three-quarters of a population of treated 
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neurotic children reported improvement at a 
ene- to ten-year follow-up, as compared to 
only two-thirds immediately at the close of 
of treatment, and that improvement was a 


function of time. Denker (2) found that.45 


per cent of his sample of adults treated. by 
insurance company. physicians for emo- 
tionally based complaints were discharged 
as recovered at. the end of one year, 91 per 


-eent at the end of five years. Whitehorn (16) 


found that. afterfive to ten years the im- 
provement rates of schizophrenic patients of 
the less successful psychiatrists had over- 


taken those of the more successful ones. _ 


_ Similar results have been found with 
physical treatments. Thus. Scoville (15) re- 
ported that various series of psychiatric pa- 
tients who had undergone orbital undercut- 
ting showed marked benefit in from six to 


64 per cent immediately after treatment. 
Four to 11 years later the rate was appre- 


ciably increased in every series, the inci- 
dence of marked benefit ranging from 38 
per cent to 100-per cent. Zubin’s (17) sta- 
tistital studies of hospitalized patients 


showed that, after five years, results were no 


better for those who had received treatment 
than for those who had “spontaneously” re- 
covered. In view of the amount and variety 


of help obtained by -patients in. this study, 


it seems plausible that much of their long- 


term improvement may be attritlutable to 


non-specific treatment %), offered chiefly by 
physicians, 
It has been that the 


evaluation of the effectiveness of different 
-forms.of psychotherapy depends ultimately 
upon follow-up.studies. The findings of this 
study raise serious questions as to the valid- 
ity. of this premise. The cumulative effect of — 


the life experiences. of psychiatric patients 


_after the termination of treatment, coupled 


with. the impossibility of determining what 


part of these experiences should be at- 
tributed to « 


in the patients’ behavior 
resulting from therapy, would make it. well- 


nigh impossibld to determine what: features 
_of the end state can be attributed to a course 


* 


-psychie complaints than the remainder f 
the sample, however, is obscure. 


pares to that of the population at large. The 
| Ports the finding of Hinkle et al. (10), tha al 


of treatment years: before (1). ‘The pro! em | 


is identical with that.of evaluating diffe ont 


methods. of child-rearing: in. terms. of the? 


finished adult products. 


A more nearly ivalid ot di: er- 


ent forms. of psychotherapy might. b: in 
terms of their ability to accelerate impr: ve- 


ment. Even if the results of ali forms of t: er- 


apy prove to be.statistically indistingu :sh- 
able after a. sufficient. lapse of time, the 
better, therapy would be the one whieh 


achieved the greatest: amount of imprvve- 


ment most rapidly,.A prompt and sizable 
reduction in the duration of a patient’s suf- 


_fering and disability would. be sufficient jus- 


tification for. psychotherapy. If. this view is 
correct, evaluation of different forms of psy- 
should be primarily in» 
their immediate results; 

That younger patients improve more than 
older ones is compatible with general expe- 
rience, though this relationship did. not ap- 


_ pear with respect to. improvement in socig 


ineffectiveness. The relationship. of symp- 
tomatic improvement to religious affiliation, 
however, was quite unexpected, and we 


would be inclined to dismiss it. as a. chance 


result were it not that it also appears to be 
related to responsiveness. to placebo.!* A pos- 
sible explanation is that Catholics and Lu- 
therans, as members of relatively authori- 
tarian denominations, may be more prone 
to respond favorably to the prestige and au- 
thority of physicians, especially as agents of 


_an institution with status in the community. 


Why they have a greater proportion of 


This paper has presented certain 
of the intercurrent illnesses and treatments 
and their. relation to improvement. In th 


how the health record of these patients co . 


variety of illnesses reported, however, sup- 
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FOLLOW-UP ‘OF OUTPATIENTS 


38 increases the ineidence of all types of 


1 with experience, it was: 


: id that patients who express their psy- 
ac (ogi problems in bodily terms and seek 
e lieal treatment for them do less well than 
de é 9 those who recognize the psychic causa- 
o of their difficulties. It will be recalled 


the least improved patients compared 
improved had a much larger per- 
_ problem little progress can be made. The pa- 


nage of illnesses classified by the raters 
gi odily complaints on a psychologic basis. 

« least improved also much more often 
Sorted their complaints in ambiguous 
grins than did the most improved, went to 


ge neral medical practitioners for them, and. 


visited more different kinds of treatment re- 
rees. Since these findings appeared only 
at the five-year re-evaluation, the extent to 
ghich they can be generalized is not certain. 

They do, however, appear to be related to 
cer ain findings reported by Fr an et al. 

6) with ambulatory schizoph nics who 
re receiving placebos. In their work, they 


found that patients who denied mental ill-. 


were more likely to be driven out of 

Batment by physicians with an. active, 
| yar” attitude than by those with a de- 
ached attitude. Those who accepted the fact 


lat. they were mentally ill remained in. 


reatment with warm physicians but 
: gromptly terminated contact with detached 
mes. That-is, whether a patient remained in 

satment depended upon the consistency of 

with the type of relation- 
ch ip offered by the physician. Furthermore, 
an inconsistent doctor-patient relationship 


ailitated. against a favorable response to 


lacebo (8). 


: Taken in conjunction, these findings sug- 


ist that failure to improve is related to 
dequate communication between’ suf- 


rcr and helper. There may be several rea- 
ns for this. If patient and doctor cannot 


ly define what is wrong, this in itself 
eates anxiety. If the patient goes to a gen- 
| physician, he fails to gain relief for psy- 


logically based because the 
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treatment is inappropriate. If a sabi who 
somatizes his problems goes to a psychologic 


resource he fails to get help because psycho- 


therapy operates by words; such patients 
typically have difficulty verbalizing their 
problems, and these cannot be readily modi- 
fied by the words of others (14). Further- 


- more, to the extent that psychotherapy is ‘a 


form of problem-solving,’ unless patient and — 
therapist can agree on the nature of the 


tient’s inability to express himself clearly 
obviously impedes reaching such an agree- 


-ment. Failure to gain relief causes the pa- 


tient. to go from one resource to another, 
which aggravates his distress by heightening 
his conviction that no one really un aabeenes 
what to do for him. 

- Thus ability to profit from tr 
seems to be related to the clarity of the pa- 
tient’s perception and communication of his 
symptoms, and the ability of patient and 
therapist to agree on their nature and treat- 


- In this five-year follow-up study of adult 
psychiatric outpatients, the focus has been 
on the long-term course of psychiatric ill- 
ness, as well as on the effects of psychother- 
apy. To evaluate the long-term course, spe- 
cial attention was given to intercurrent 
illnesses and treatments. The major findings 
were as follows: 

‘Improvement in discomfort immediately 
following treatment was primarily in anxi- 
ety and depressive symptoms. By five years, 
all types of appears were > substantially re- 
duced. 


Patients to ‘be in 
discomfort at five years were younger, more 
likely to be Catholic or Luthergn, and more _ 
likely to have been sicker initially on the 
criterion measure. Those least improved had 
many somatic symptoms, both initjally and 
at five years, 

Improvement in social ineffectiveness, 


. though less than discomfort change, was 
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marked at five years. Differential effects of _ 
treatment forms found immediately after 


the initial six-month treatment pe had 
disappeared by five years. 


Patients most improved in. 
tiveness seemed to have gained greater spon-_ 


taneity in their intimate relationships, and 
this was associated with 
comfort. 
ved, patients reported a great deal of 
illness and treatment through- 


out the follow-up period. Much of the illness — 


was reported as medical and was treated by 
a| general medical practitioner, but often 


| with sedatives and stimulants. 


At five years the least improved allot 


were more likely than the most improved to 
define their illnesses in bodily terms, or to | 


expresss them ambiguously. Consistent with 
this, they sought more different kinds of 
treatment resources, which, in turn, may 


have aggravated their condition by increas- —s_—> 


- ing their confusion. Thus, ability to respond 


to treatment may be a function of the pa- 
Levrrr, E. E. ‘The results of paychotherapy with 


tient’s success in communicating his diffi- 
culties to the therapist, and the acceptance 


by and course of ac- 


tion. 
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SHELDON L. MESSINGER, M.A* 


Aw been studying. a group of 7 


encod massive and repeated difficulties in 
ther marital families, and had eventually. - 
yen hospitalized as schizophrenic. We have 


for andered upon two broad tasks presented 


garental ties, and synthesizing conflicting 
childhood identifications within a workable 
adult identity. We have further proposed 
hat the crises they experienced in as- 
suming the responsibilities and prerogatives 
of marital family life may illuminate, and. 
i 7 turn be illuminated by, three inter-re- 
lated lines of inquiry (17). The first con- 
gerns the vicissitudes of developmental 
stages in early childhood which form the 
inner basis for mastering the progressive 
demands of adult life. The second concerns 
the nature of the developmental tasks 
pr within the contemporary family, 
those “vequisitions in reality” (6) upon 
Which these women foundered. Finally, we 
may turn to contemporary family patterns 
lich provide the concrete environmental 
fren within which the conflicts of these ’ 
oung women are modified, ‘perpetuated or 
acerbated. 
The present report these inter- 


re elated "perspectives toa single case in 


= This ied is based on a study carried out by 
th: California Department of Mental Hygiene and 
pa tially supported by Grant 3M-9124 from the 
‘Ne tional Institute of Mental Health, ~ — 

1320 K Sacramento, ( California... 


| SCHIZOPHRENIA AND THE MARITAL FAMILY: 
IDENTIFICATION CRISES’ 


ROBERT D. “TOWNE, HAROLD SAMPSON, Ps.D? 


DAVID ROSS, M.A., FLORINE LIVSON, M. D., MARY-DEE BOWERS, MAS. 
LESTER COHEN, Pu.D. anp ‘KATE 8. DORST, Pa.D. 


we buen who, as’ young adults, had experi- 


sugzested elsewhere (15) that these women. 


by participation in the marital family: 
letaching themselves from the claims of perspectives in turn, demonstrating how. 


order to trace in some detail the way in 
which these factors complement each other 
in shaping the vicissitudes of a develop- 
mental transition. The young woman, whom 
we shall call Mrs. White, experienced in 
marital life a severe crisis of identification 
resulting in a psychotic episode. We shall 
examine her crisis from each of the three 


each contributes distinctively to our under- 


standing, and how all are interwoven in — | 


the single but complex reality of her episode. 
Finally, we shall consider in more general 
terms the implications of this 


EARLY DEVELOPMENT AND THE 
IDENTIFICATION 


Kate White, the second of two ds 


had. been a difficult pregnancy 
for her mother, who was confined 
a month post partum. In the first year of 
life she had had two serious illnesses, neces- 
sitating much special care. These experi- 
ences, frequently recounted by her’ mother, 


nd birth 


contributed to a later sense of fragility and 


lack of appeal. Her sister’s docile obedience 
contrasted with her own active rebellious- 
ness; the sister was quite clearly the 
mother’s favorite, patient gees the 
father’s. 


The father the in Mrs. 


White’s life at a very early date. His 
marriage was an unhappy one, and this 
daughter became the focus of his life 
within the family. He provided the love and 
affection Mrs. White felt she did not get 
from her mother, wae 
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_ pre-eminence in his life. This attachment 


became prepotent, and complemented 
provided a masculine model for identifi a- 


supported the turning from her mother. 
Mrs, White’s positive identifications were 
with her father rather than her mother, 


and her sexual orientation became signifi- | 


- eantly masculine. This development was re- 


inforced by the unrewarding picture of fe- — 


male life portrayed by her mother. Although 
her father had been carrying on an affair 
with his secretary for many years, the 
parents had decided to remain together, 
ostensibly for the sake of the children. The 
affair was known to the mother, but initially 
was kept from the children (who, however, 
had reason to suspect it). When Mrs. White 
was eight or nine years old her mother 
| openly confronted the two girls with their 
father’s infidelity and made a direct bid 
for their sympathy and allegiance. Woman 
was portrayed as leading a precarious and 
painful existence, and as facing the constant 
threat of desertion and victimization, an 
estate with little appeal or opportunity for 
satisfaction. 

The father’s extramarital affair, com- 
bined with his already strong attachment 


toward his younger daughter, served to in- 


tensify the erotic implications of their re- 
lationship. During latency Mrs. White had 
become a tomboy who identified with her 
father’s active, independent and rebellious 
attitude toward life. She took his pro- 
fessional career and his philosophy as 
models. At adolescence, however, when her 
relationship to boys became an issue, her 
_ father’s jealous possessiveness posed a prob- 
lem. Even when she had become a woman, 
her father mtervened forcefully to disrupt 
_ a relationship she had excitedly and fear- 
fully begun to form with an older married 
man. She was chagrined at her father’s 
arbitrary and authoritarian intervention in 
this illicit relationship, but was also pleased 
by the demonstration of his possessive love 
and interest in her. sok 

Mrs, White’s attachment to her father 
thus a substitute for the 


_ tary, Mrs. White thought he did this in 


attachment, iat ber negative 
sponse to her mother: and to womanho ad, 


tion (complicated by infidelity), and 28- 
tablished a gratifying erotic tie difficult 
to relinquish i in of later love 
obj ects. 

At the time of hee psychotic Mr rs, 


White's marital family repeated’ many <ig- 
nificant features of her parental family. 
_ (The relation of such cases to the carefully 


documented “anniversary reactions,” identi- 
fied by Hilgard and her co-workers (7-9), 
is discussed by the writers (15) elsewhere.) 
The marital family consisted of two daugh- 
ters, a father away from home much of the 
time, and a mother who felt martyred. Some 
of Mrs. White’s symptoms reflected a Te 
living of distressing aspects of her own 
childhood through identifications with her 


children. She felt her daughters had come 


into possession of some terrible information 


an which they should not have had, and that 


this unspecified knowledge would cause 
them great harm. The children seemed to 
be giving her “signs” that indicated she 
should leave her husband. She decided she 
would not burden them with her troubles 
as she had been burdened by her mother, 
but worried about the effect on them of the 
precarious condition of her marriage. The 
children’s faces seemed to her to have “ost 
their light. 

Other symptoms ‘mirrored aspects of her 


own erotic attachment to and identification 
with her father, mobilized in part by the 


circumstance that both of her own daugh- 
ters were of Oedipal age. Thus she was pre- 


occupied with guilt about an extramarital 
affair (to be discussed in the next section), : 


with fantasies of having affairs, and with 
suspicions that her husband was unfaithful. 


Briefly before hospitalization she consulted 


@ psychiatrist; when he replaced his secre- 


order to.have an affair with her, and came 


believe she was married to him. Religio 8 
and about the 
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SCHIZOPHRENIA AND THE MARITAL FAMILY 


ti y of marriage” expressed 
ge ed identification with her mother. Re- 
@ rent ideas that her husband was a latent 
lic nosexual expressed her own confused 
ge ual identity in projective form. 

Thus, in the crisis preceding hospitaliza- 
tic a, Mrs. White was confronted with vari- 


| oO: identification fragments (and defenses — 
aginst them) which had previously re- 


m: ined in partial dissociation. These images 
of herself—as a confused little girl in pos- 
ge-sion of secret and terrible information; 


: ‘as a long-suffering, neglected and betrayed 
Wie and mother; as a frustrated, masculine. 


‘eerist; as an Oedipally victorious daugh- 
te’, and as a promiscuous philanderer— 


in relation to a frustrating and martyred 
mother, a prepossessing male mother-sub- 
stitute, and a seductive, jealous, Oedipal 
father. (Two years subsequent to this hos- 


f talization we learned that Mr. White had 


ist begun an affair with He 


; " rriage for the sake of his children: Thus, 
the earlier family drama was virtually 
re plicated i in reality in the marital family. ) 


& ADULT DEVELOPMENTAL TASKS AND THE 
_ CRISIS OF IDENTIFICATION 


White was 36 and the mother of two girls, 
one five and one three and one-half. She 
had been married for 13 years, and had 
tecently moved into a home of her own for 
the first time. Near midnight one evening 
she entered her church, took off her wedding 
ting and placed it on the altar. This bizarre 
tepudiation of her marriage symbolically 
located. the area. of her 
Within the marital family. : 

+ From the beginning, Mrs. White's mar- 
fiage had been marked by inner reluctance 
and: uncertainty. She had met the young 


: an in college. He had the same career 
in erests she and her father shared, and 
8 she onne feeling increasingly restive at home 


we re related to earlier identifications formed 


i At “the time of hospitalization, Kate 


| 425 
attachment to her father). She had jeipeanuia 
no consuming love in her life, and decided 
to marry because it seemed the appropriate 


thing to do; following college and a brief 
period of working she unenthusiastically 


the young man’s proposal. 
‘The Whites began what was to be a pro- 


longed phase of rootlessness as Nelson 


White wandered from job to job and town 


to town trying to find himself. Mrs. White’s 
role in the family was ambiguous: at times 
she was a competent career woman who 
worked to further her husband’s education; 
at other times she deferred her career to 
his, and depended upon vicarious identifica- 
tion with his activities for a sense of ac- 
complishment. Feminine domestic activities 
were difficult for her and provided little 
sense of satisfaction and pride. Her hus- 
band’s preoccupation with his own career 
left Ker feeling abandoned, ponent 
and unloved. 

As we have White had been a 


tomboy—active, outspoken and rebellious, 
a replica of her father. Marriage now made — 


demands for heterosexual intimacy and 
emotional involvement, and for a more 
feminine participation in family life. She 
found herself unable to enjoy or to perform 
in domestic roles to her own satisfaction. 


She could not feel a sense of communality 


as @ woman with her friends and neighbors. 
She could not fully transfer attachment 


from her father to a new man in a new > 


nuclear family, and felt increasingly alien- 


-ated from her husband. Later, when she 


had children, she felt hopelessly tied down 
and frustrated in her career aspirations, and 


guilty about these feelings in relation to 


her daughters. She felt she would “go crazy” 


_ if confined to domestic routines: Elements 
of sexual confusion and dissatisfaction with 
her role as a woman were represented in the | 
recurrent idea that: her Was & 


mosexual. | 
dominated her marriage. She often felt in- 


tense temptation and intense guilt over — 
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fantasies of affairs. She sometimes netimes sus- 


pected her husband of infidelity, and at 


one time felt “relieved” when her suspicions 


‘seemed to be confirmed: she had anticipated _ 
that this would happen, and 


that it did not “shatter” her. 

Her one actual affair is worth ebusidering 
‘in. greater detail, as it played an important 
role in her preoccupations and in her pre- 
hospital crisis. The man, married and a 
father, was the one to whom she had been 


drawn before her marriage. Their incipient 


affair had been quashed by her father’s in- 
tervention, but the man visited her some 
years later, shortly after her father’s death, 
at a time when her marriage was in a phase 
of silent isolation. Her husband was working 
in a distant city on one of many transient 
jobs, and she was feeling lonely, unloved 
and unappealing. Her husband’s indifference 
to her, and his outside interests, had con- 
tributed to her sexual confusion. The man 


pressed his suit; she briefly felt more de- — 


sirable and appreciated, and in a 
‘short affair. 

Shortly afterward Mrs. White decided 0 
‘bine children. This decision was partially 
- prompted by a desire to consolidate her 
_ marriage and to secure her sexual identity. 
She hoped that children would involve her 
husband with the family and provide her 
with a sense of commitment to her role as a 
wife. Instead; motherhood increased her 


distress, — and sense of aliena- 


tion. 

Some years. heii: just prior to her ‘pees 
down, this man visited her again and pro- 
posed that they resume their affair. During 
the ‘course of his visit she experienced the 
presence of her dead father in the house, and 
discontinued the relationship. The visit 
came at a time of growing anxiety and 
sexual eonfusion, as she faced “settling 
down” for the first time in a home of 
~~ her own, as a wife and a mother, but with 
= husband who seemed uninvolved with 
her and to. whom she could not reach out for 


The other man’s in 
as a sexual partner was both a reassurar 2 
and a danger; she sought hallucinatc y 
gratification in the form of her fathe ‘3 
return and protective concern for her. | 


Thus, marital life posed complex 


mas for Mrs. White: she felt pulled in cca- 


tradictory directions by a continued in- 


volvement with her father-imago in the 
face of demands for transfer of this love 
to her husband, as well as by the presence 
of masculine identifications and homosexual 


_ trends which stood in opposition to the re- 


quirements for female heterosexual  par- 
ticipation. The theme of infidelity and its 
associated identifications was also revived, 
Marriage and motherhood imposed strategic 
and insurmountable developmental © de- 
mands for relinquishment of parental at- 
tachments and for the synthesis of con- 
flicting identification a 
workable adult identity. 


MARITAL FAMILY PATTERNS. AND THE 
CRISIS OF IDENTIFICATION 


‘Throughout most of her marriage Mew 
White had held to the view that her feelings 
of alienation and distress were the result 
of external uncertainties, in particular the 
rootless, almost nomadic life she and her 
husband were leading. She retained a hope- 
ful fantasy of settling down to a secure 
place in a fixed community, of “sinking 

roots,” and thereby coming to feel at one 
with herself and her commitments. As we 
have seen, her severe personality disorgani- 
zation began shortly after the Whites 
bought their first home and experienced, if 
only transiently, a sense that after more 


than a decade of berakion.se they were real y 
settling down. 


is evident that the of 
rootlessness had deferred for Mrs. White the 


necessity of synthesizing within herself the . 


incompatible identifications described es r- 
lier. It had also permitted -her to deny t'¢ 
significance of her inner feelings, to avoid 
the terrible that had 
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from people, empty, inade- 
qu ste, and sexually confused. It had facili- 
3 ed the projection onto her husband of her 
ono sexual confusion and homosexual tend- 
ep ies, of inability to settle down and make 
fir n commitments to adult roles and rela- 
aiships, and of promiscuous fantasies. 
4 _ The partial effectiveness of these defenses 


ib ged upon marital family patterns which _ 
9 dd reinforce and support them. Perhaps 


) simplest way of designating the conjoint 
a tern of accommodation evolved by this 
be wu sband and wife is as a state of suspension. 


4 - this we mean that the marital family. 


was characterized by an 
moratorium on commitments to 
pe personal and social roles, by ambivalent ex- 


blorations of multiple careers and living 


situations, and by interpretations to each 
other that experienced troubles were the 
results of being “unsettled,” and would be 
terminated in a future time when roots 


White family was maintained for 


: many years in this state of suspension, sup- 


dicated by unspoken mutual agreement 


- that lasting commitments were not made, 
that valued self-images were still to be 


ht: in the future, and that existing un- 


satisfactory identities were only transient. | 


Both husband and wife were exquisitely 
complementary i in their sense of imperma- 


hence, and in their continuing quest for. 
adult identities. Mr. White’s career line was 


Marked by devious explorations and mani- 
fold uncertainties in the face of open hori- 
fone. He moved from good jobs in one field 


Bother profession: Mrs. White, for her 
part, experimented with a career, marriage 
and motherhood, constantly hoping for a 


mmitment. 
Mr. White: gave of what 
4: was really like or what his life plans 
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increasingly untenable. Mr. 


were. He maintained a kind of distant 
ambiguity which provided little reality con- 
tradiction for his wife’s projections onto 
him. His defensive preoccupation with non- 
family matters, his occasional vague hints 
of extramarital sexual interests, and his 
avoidance of a masculine role as-effective — 
head of the family furnished occasional 
reality support for her projections. — 

The style of marital life achieved by the — 
Whites supported and maintained critical 
defensive structures for both partners. How- 
ever, the consequences were double-edged. 
While suspension of commitments avoided 
certain dangers, it. simultaneously perpetu- 
ated the uncomfortable sense of personal 


role diffusion and of social isolation. Mr. 


White’s uncertainty in his career, in his 


commitment to his marital role and as a 


mate complemented Mrs.. White’s sexual 


confusion, her ambivalence about: marriage 


and and her sense estrange- 
ment. 3 


could not survive without change the 


gradual aging of the couple beyond that 
youthful period when the future seems to 
lie open before one, and, most particularly, 


the advent of.children. With the birth of © 


children Mrs. White reluctantly subordi- 
nated her career aspirations to meet the de- 
mands of motherhood. This change required 
a commitment which neither husband nor 
wife was able to make, and emphasized for 
Mrs. White the conflicts inherent in her 


identification with her father and sameness 
with her. mother. | 


Thus, when the couple finally 


to settle down (in part because their older 


daughter was nearing school age), former 
patterns of family accommodation became 
White con- 
sented to buy a house, and for a while 


threw himself enthusiastically into his new 


work. After a time; however, he began to 
talk seriously about attractive career pos- 
sibilities: at an overseas location, and to 


lose interest in the daily requirements of his 
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immediate job. Mrs. White, threatened by 
both the demand for commitment and the 


threat of impermanence, became more and 
more disturbed. We may judge that the 
family could not relinquish that state of 


suspension which had served to accom- 


modate each partner’s conflicts, and that the 

Imereasing necessity to do so served as 
one critical precipitant of what was at 
once a family crisis of commitment and a 


| DISCUSSION. 


dsetoin more general considerations to which 
our work had led us. Our study of young 
schizophrenic mothers and their marital 
families supports the viewpoint that sig- 
nificant personality development extends 
beyond the childhood years. We agree with 
Benedek (1, 2), Bibring (3) and Erikson 
(5) that there are developmental phases in 
adolescence, early adulthood and _ beyond, 
with characteristic crises and characteristic 
developmental tasks to be mastered. In our 
research, attention has been focused on the 
developmental problems of early adulthood, 
with marriage and parenthood looming as 
the most important personal and _ social 
transition points to be negotiated. The in- 
trapersonal and interpersonal requirements 
for satisfactory participation in these later 
developmental phases have been highlighted 
through observations of gross failures to ac- 
complish these progressive transitions. a 


Clinical observations and theoretical con- 


siderations alike led us to the conelusion 
that. marriage and parenthood require both 
separation from competing parental at- 
tachments and the integration of critical 
ego identifications. For the wife, participa- 
tion in marital family life necessitates the 
establishment of an -appropriate female 
identity. which will promote intimate het- 
erosexual relations, feminine role perform- 
ance, and: child. rearing. Motherhood fur- 


ther presses for the synthesis of positive 


female identifications—in particular, id 
tifications with the young mother’s o\n 
mother—as an ‘of mato te 


nal drive. 
the point af. ana ‘marit 


family breakdown we were impressed | y 


the operation of a complementary series af 


internal and external events, by the c)- 


ordination of reciprocal intrapersonal aid 


interpersonal stresses acting in transactin 
to jeopardize individual and family func- 
tion. Contemporaneous marital family de- 
mands were strategically linked to certain 


critical difficulties in earlier epigenetic de-_ 


velopment. In the case presented, the de- 
mands of marriage and parenthood pressed 
for resolution of persistent defects in identi- 


fication.. These identification defects were 


founded on early conflicts which ‘were Te- 
awakened by progression into the: om: 
and parenthood phases of life. 

» An added condition mvolved in the pers 


sonal and family disorganization was a 


disruption of a pattern of family accom- 
modation: We found that the contempo- 


raneous struggle with identification crises 


in the» marital family was shaped and 
molded by the conjoint participation of 
other family members. Accommodative 
patterns of family relations were evolved 
that complemented individual mechanisms 
of defense. Family structure, however, not 
only tended to support and maintain indi- 
vidual compromise solutions to conflict, but: 


also functioned to perpetuate the precarious 


equilibrium, providing neither the oppor- 
tunity for continued progressive develop- 


ment nor the possibility for simple re= 
_ gressive retreat. The simultaneous co-ordi~ 
nation of increased pressure, both internal 


and external, for the integration of crucial 


identifications, and the disruption of family 
patterns of accommodation, provided the — 


occasion for personal and family disorgan'- 
zation. At this point the behavior of the 
young wives became unmanageable, and 


were removed from: the 
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, in these concepts is the idea 
7% to mature, the individual requires step- 


y se psychologic development, co-ordinated - 
pth changing patterns of social participa- 
The individual creates and is in turn 
‘ 5 vated by his environment. To date, the 


p iin emphasis in the literature on the 
be nily of schizophrenics has been on the 
p: rental family (4, 10-12, 18). These 
Bee, have suggested the importance in 

genesis. of of family 
(13), ntal psychopathology 

the of family irration- 
ality (14), and the inability to accomplish 
derentiation and autonomy (16). Our 
studies call attention to another dimension, 
s we have focused on the importance of 


: he marital family of young schizophrenic 
mothers, emphasizing the strategic de- 
mands made by adult family paxticipation 


s it plays upon earlier developmental de- 
fects. Thus we call particular attention to 
fonditions of precipitation, conditions which 
ear a complementary relationship. to de- 


1 fe s evolving out of parental family re- 


Ment. 
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"INTRODUCTION 

On August 5, 1952, I ieisa upon a 48- 
year-old patient for psychomotor epilepsy 
and removed his left temporal lobe. The 
patient, the second born of healthy parents, 
had had an uneventful infancy and was a 
model, perfectionistic student, usually at the 
head of his class. However, his father’s un- 
timely and accidental death forced him to 
leave school after the eighth grade and to 
enter the office of a local railway company. 
At about 18 he met a young woman whom 
he married four years later. Soon after his 
marriage he became restless and depressed ; 
his illness was diagnosed as thyrotoxicosis, 
and a thyroidectomy was performed. At 
about the same time the first of his two sons 
was born; the second came two years later. 

Following the operation the patient was 
able to work fairly well for six or seven 
years, but then became nervous and irri- 
table and was demoted. He began to com- 
plain of pa®éxysmal pains about his heart. 
At these times it was noted that his head 


would turn to the right, a sweat would ap- 


pear on his forehead, and occasionally he 
would mumble. As the attacks became more 
frequent he was studied at several hospitals, 
where diagnoses of idiopathic epilepsy and 
an infiltrating tumor of the right frontal re- 
gion were entertained. He refused an opera- 
tion or x-ray therapy. He was finally ad- 
mitted to a state mental hospital because 
of aggressiveness and hostility, but after a 
few months was and 
home. 


of Health. Presented at the Annual Meeting of the 


North Pacific Society of Neurology and Psychiatry, 


held at Harrison Hot Springs, British Columbia, 


Canada, April, 1961. 
- *Division of Neurological Surgery, The Johns 
Hopkins University of Baltizaore, 


‘Maryland. 


lawyer, be telephoned. Although his clothing ; 
was saturated with blood, a medical exam- 
ination disclosed no wounds. He was take a 
to the local police station, where he sucd= 

430 


peers to be a kind and considerate hi s- 
band, quite in love with his wife, althou : aA 
during his attacks he became irritable a: id 
quarrelsome. His “spells,”. which occasio:- 
ally occurred three or four times a day, were 
variously described—the most common, a 
sudden stiffening of the body, associated 
with groping movement of the hands. At 
these times his eyes would stare and seem to 
bulge, and he might make weird sounds; 
then suddenly he would regain his normal 
appearance and ask what had happend and 
what he was doing. Perhaps two or three 
times a year he stiffened, lost consciousness 
and fell. Once in a long while he might walk 
about muttering to himself, oblivious 
of his environment. 

The neighbors, knowing that the 


sometimes became abusive, and having been 


asked by the patient’s wife that, should 
they hear quarreling, they not interfere un- 
less specifically requested to, were not un- 
duly excited when, at midnight of December 
27, 1946, they heard screams in the house 
and the sound of someone falling. They did, 
however, call the police. | | 
_ The police officer was aiihitted to the 
house by the patient, whose clothing was 


covered with blood. He pointed to an ad- 


jacent room, where his partly clothed wife 
lay, both eyes blackened, two long knife 
wounds in the back, and 30 stab wounds in 
the chest. The patient had no emotional re- 
action to this scene of carnage, but. sat 


_ staring glassily out of the window. From 


time te time he muttered that he had been 
framed, and asked that his brother and his 
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pull at his trousers for a min- 


t The next day his brother shy 
‘m -wspaper accounts of the killing, but the 
p: tient could not believe that his wife was 


/ } ad. A few weeks after the murder he was 


a <ed if his wife had been’ to see him and 


replied, ‘‘No,'that worries me, I would 
to know how she is.” When committed 


- slow waves in one record, no clinical or 
_ electroencephalographic evidence of its role 

the epilepsy was noted. Had the patient 
‘accepted the medical recommendation, 
~ made two years before his homicidal attack, 


to have the right frontal region explored 


surgically, the lesion might have been found 
and removed, and—who knows?—perhaps 
‘the attacks might have eeased, This brief 


mental: hospital he repeatedly told the»; histoty’ illustrates-the modern version of a 


pl ysicians: “The other patients tell me that’ 
wife is dead, that I killed her; but I _ 


‘@uldn’t have. She's the dearest thing that 
God ever gave a man. I just couldn’t have 


k tilled her.” When ‘asked about the events of 
Christmas, 1946, the patient stated that he 


femembered Christmas and the night fol- 
lowing, but could recall nothing else until 


his confinement in the police cell. ; 
' The opinion of the court psychiatrist a 


| the staff of the mental hospital was that the 
patient had killed his wife in a postictal 


jutomatism. He was therefore committed. 


from that time until the operation in 1952 2 
the patient had many attacks similar to 


those described, during some of which he 


ws ame quite hostile and aggressive. In 


¢electroencephalograms a left temporal spike 
was noted, as were slow waves in the right 


ft ontal region. Because of the nature of the 


attacks, and the left temporal lobe spike, a 

+ft: temporal lobectomy was advised. For a 
short time. following this procedure he 
seemed definitely improved—his attacks 
were less frequent, and he was less aggres- 
sive. In the years between 1952:and 1960 he 


‘deteriorated slightly and became somewhat 
paranoid. In the summer of 1960 he appar- 
‘ently fell and fractured his hip, and had a 
very slow recovery from this injury. He 

¢ died on October 2, 1960. At autopsy the 
‘eause of death was said to be septicemia due 
‘ ascending pyelonephritis. On examina- 

tion of the brain, the left. temporal lobe was 
slated and. over: the right temporal lobe 
‘there was a superficial angioma (Figure 1). 


© Perhaps the right temporal: angioma was 


PSYCHOMOTOR EPILEPSY 
Although only in the last decade or so 
have these attacks of furor been fewliie 
for what they are—temporal lobe discharges 
—they have for centuries been considered 


to be epileptic manifestations. And the in- 
_ dividual committing criminal violence dur- 


ing them ‘has been exonerated of responsi- - 


bility. In fact, Delasiauve (2), in a book on 
_ printed in 1854, devoted a chapter 


to the legal responsibility of the epileptic, 
and cited a number of instances in which an 
individual, during or after an attack, had 
committed a crime of violence. Among them 


was the case of a young epileptic butcher 


who went into a forest and shot his uncle — 
under the delusion that the latter was plan- — 
ning to kill him. Evidence that the individ- 
ual was actually in a convulsive episode at 
the time of the shooting was far from estab- 
lished. Again, a chronic epileptic, in the — 
presence of a woman, assassinated and mu- 
tilated an 11-year-old girl: It was  subse- 
quently shown that the accused was fond of 
children, and was well acquainted with and 
friendly toward the child’s family.. During 
the two days before his crime he had had a 
number of severe convulsive attacks. In the 


analysis of this case, the frequency of the 


convulsions, the stuporous state of the ac- 
cused thereafter, the absence of any motive 
for the crime (which was carried out in 
broad daylight), and the ferocity of the act 
indicated that the: was bereft 
his senses. 


1872 Kellogg, 6) reported the case 0 ot 
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a Basal view of brain, showing left temporal lobe ablation . B: Enlarged v 
Tight temporal lobe, demonstzating the of Dr. R. Lindenberg) 
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death, money, ‘hee: body in 


a man had had 
at monthly intervals for ten years ‘and who, 
at four o’clock one morning, arose from his 
bed and fell to the floor. His mother and two 
sisters put him back into bed. Shortly after- 
ward he seized a fire shovel, rushed upon his 
sisters and beat them over the head. In the 
melee the stove was overturned and the 
house caught fire: The man then slashed the 
throat of one of his sisters with a razor. He 
was noisy. and violent for ten to 12 days, and 
quieted down only after a series of convul- 
sions. After he had fully recovered he was 
very distressed when, upon reading an ac- 
eount of his assault on his sisters, he satan 
aware of whathehaddone. 

Lennox (6) stated that he knew 
patients who exhibited evidence of criminal 
violence associated with epilepsy. He re- 
ported the case of a 22-year-old veteran 


who, while visiting an aunt, beat her to 


the baggage compartment of a car and drove 


from a suburb of Boston into Maine, where 
he again bludgeoned the body and drove on 


until he was arrested. This man had a 


chronic epileptic father and had had at 


least two convulsive attacks, one at the age 


of two and one at 11 years. The patient dis- 


claimed any memory of the events sur- 
rounding the murder, and stated that on one 
occasion he had found himself in a different 
state without knowing how he got there. An 


electroencephalogram showed an abnormal 


build-up on hyperventilation but no. other 
abnormality; an intravenous injection of 
Metrazol caused an increase in voltage but. 
no seizure discharges. A jury found the pa- 
tient guilty of murder; he was sentenced to 
death, but the sentence was 
life imprisonment: a 
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owever, relatively low. Alstrém (1) found 
7 t at, in a series of 345 male adult epileptics, 
fly 5.1 per cent in the idiopathic group had 
penal records, whereas 4.8 per cent of all 


in Sweden had such records. For 


: t ents with symptomatic epilepsy with men- 
tub derangement. and neurologic defects, the — 

of a penal record was approxi- 

: bow 10 per cent. The condition must have | 
ested, since in 1874 Maudsley (7) stated: 
+ Whenever we meet with isolated acts of _ 
_yiolence, outrages in‘ persons, homicide, sui- 
: hs , arson, which nothing seems to have 
4 © sticated, and when, upon attentive exami- 
© ation and thorough inquiry, we find a loss 


act with a periodicity in the recurrence of | 
* e same act, and a brief duration, w we may 
larval. epilepsy.” 

The condition is also well in 
les; more and more frequently, defense 
“attorneys seek to establish a of 
for their clients. 

On a rainy Saturday in June a few years 
el go, a 52-year-old man and his wife, who 
owas perhaps a year his senior, drove from a 
cocktail party to their farm, some ten miles 
outside a large Eastern city. After a some- 
what heated discussion the husband sug- 
gested that they go ‘back. He preceded his 


‘was struck in the right temple by his wife’s 
| handbag, a soft one with a metal fastener. 


e heard the caretaker of the farm, who 


a 1 everything was well. According to the hus- 
band’s story, he then picked up his wife’s 
bow a blood-spattered tree, carried it to 
‘his car and drove away. At about daybreak 


“construetion and covered it with her coat. 
‘Following this he drove to his apartment, 
fee his clothes, went to his office and | 
some letters. At about noon he tele- 


i honed his brother in an adjacent city to 


fim what had and to say that 


of memory after the perpetration of the 


wife out of the farmhouse and started down | 
the steps to the driveway. As he did so, he 


That was the last thing he remembered until 


lived in an adjacent building, calling to ask 
attered, bloody body, which had been lying 


he put the body on the side of a road under — 


he was going to commit suicide: He called’ 


the police and drove back to where he had 


left his wife’s body. He sat in the car with a 
.32 revolver in his hand until the police ar- 
rived and persuaded him to reconsider. He 
_ was then arrested and charged with murder. 
- The defense lawyer contended that the 
patient was subject to epileptic attacks. In 
_ confirmation, testimony was presented that 
the man had a history of having been 
knocked out on several occasions, and that 
in playing football he had suffered a broken 
jaw and had been unconscious for perhaps 
eight hours. It. was stated that after one 
scrimmage he was found twitching spas- 
modically, with his eyeballs rolled back. It 
was also attested that at times he would _ 
_drop to his knees as in an attitude of prayer. 
itt was further testified that one month be- 
the tragedy, while at'a cocktail party, 
he had stopped in the middle of a sentence 
and stared ‘ahead. On another occasion he 
- seemed to have a fit of coughing; he became 
red i in the face and his eyes bulged, where- 
upon he left the room and returned quite 
subdued after five minutes or so. It 
further testified that his father, 79 years of — 
_age, had had several episodes of loss of con- 
tact with his environment. 

Several electroencephalograms, iid un- 
der varying conditions, revealed no abnor- 
malities. Medical testimony was obtained 
from a number of specialists in the eastern 
part of the country, one well known neu- — 
rologist testifying that the episodes previ- 
ously mentioned were epileptic, but that he — 
could not be sure the patient had been in an 
epileptic attack at the time of the brutal 
‘murder. The case, which was heard before 
three judges, was finally decided without. 
‘more than passing consideration of the epi- 
lepsy issue, 

The background of this patient was ‘ii | 
tained from a number of sources. He had 
been a relatively good student who, some- 
what early in life, had developed tubercu- 
losis for which he had had prolonged treat- 
ment. During his entire life, however, he 
had been known for his hot temper, which 
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had got him into many fights. His family “14 AND 6” 
physician, who had attended both him and a somewhat specific 
. his wife for many years, and who was never ¢enhalographic pattern has been found i re 
ealled to testify at the time of the trial, - , high percentage of young individuals wit. 
emphatically stated that at no time had he covere behavioral disturbances. Althoug i 
had any clinical evidence of epilepsy. —=———_this pattern appears in about three per cen. i 
The ease illustrates the difficulties of dis- 4¢ the general population, it occurs‘in 60 t» 
proving the diagnosis of epilepsy in a court 79 ner cent of teen-agers confined to institu- ? 
of law. Had the above-mentioned patient tions for behavioral disturbances (10). This 
had a few nonspecific changes in his electro- pattern, called “14 and 6 per second positive 
encephalogram, such as oceur in 15 per cent - spikes,” can usually be brought out only i in 
of the general population, it might have sleep records (Figure 2). It is found in 
been impossible to convince the court that young individuals, and is present in the 
the accused did not suffer from epilepsy. _— posterior parietal and temporal regions. 
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MURDER OR EPILEPSY? 


Gibbs and Gibbs (3), who originally de- 
_soribed the pattern, considered it to be evi- 
cence of a hypothalamic or thalamic type 


4 f epilepsy. However, most electroencepha- 


_Dgraphers (4, 8) find that it correlates with 


I ae of three types of disorder: an overt epi- 
1 psy; a behavioral disorder, or such auto- 
‘romic dysfunction as headache, abdominal 
| ain or dizziness. It is thus related to some 
nderlying pathologic condition, which may 
le characterized by one of several clinical 


Gibbs, and Gibbs stated that. 


: 15 per cent of patients with 14 and 6 per 
‘second positive spikes have attacks of rage. 
| ‘Yhey reported that four patients had com- 
‘titted murder during an attack. One, a 47- 
year-old woman married to a brutal hus- 
‘band, was knocked down by him one day 
and told he was going to kill her. That night 
| she shot him five times and killed him, later 


. claiming that she had no memory of her act. 


|The following day she recognized her sur- 
_roundings, but was confused for several 
| days. She had a typical 14 and 6 positive 


‘pattern. Schwade (9) reported a matricide 


by a 13-year-old boy who was able to de- 
'seribe the shooting. He had a 14 and 6 per 
‘pecond but no evidence of 


encountered a “one he 
had never seen before and drowned him in 
e nearby stream. He told his story without 


a any sign of remorse or emotion. He had a 


‘14 and 6 pattem in his electroencephalo- 


1g am. 


Such are not con- 
“fined to homicide. A 24-year-old married 


_woman, held for cashing a forged check, 
‘told of having had so many traffic accidents 


‘that in the course of a year or so she had 
= fines amounting to 900 dollars. On one 
{occasion she became enraged at a physician 
: ‘who was treating her and threw a scalpel at 
ee Another time she made a gesture of 


injury). She once worked in a circus for:a 
period of three weeks, then one morning 
wakened unable to remember any of the 


events since she had joined the troupe. She 


recalled clearly the incident for which she 
had been apprehended. Although she denied 
any knowledge of having made out. and 


signed the forged check, she described going 


to the store where she usually cashed her 


- husband’s pay checks, receiving the money 
‘in denominations that she was able to re- 
port exactly. She remembered taking it 
home and hiding it. She insisted that she 


had meant to give it to her husband, but 
was apprehended before he came home. She 
had a 14 and 6 in 


_ DISCUSSION 


against criminal or dangerous acts by its 


members, that there aré individuals who are 
subject to periods of loss of awareness dur- 
ing which they may not be responsible for 
their behavior. Thus epileptics, who in the 


furor of their seizures or in the subsequent — 
confused ‘period have violated the laws of 
the land, have been exonerated of their — 
crimes on the basis of irresponsibility. The | 


- concept is somewhat similar to the principle 
_ established in the famous MeNulty case— 


that. a person of diseased mind, unable to 
distinguish right from wrong, should not be | 
held to be legally responsible for his acts. 
In the case of the epileptic, the principle 
assumes that an individual carrying out 
purposeful and well executed physical acts 
may yet be unaware of their significance 
and unable to control their execution, In 
one of the cases cited by Lennox and 


- Lennox (6) the judge instructed. the jury: 


“Tf it appears from the evidence that the 
mind of the accused at the time. of commis- 
sion of the act charged was in a diseased 
and unsound state, and that. the disease 
existed to a degree thai for the time being. 
it overwhelmed the reason and judgment 
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and obliterated the will to such an extent 
as to cause her to act without being con- 
scious of the act itself, again the act was not 
that of a:voluntary agent but was the invol- 
untary act of the body without the concur- 


.rence of the mind directing it, and the pa- _ 


tient named cannot be held responsible.” 
_ ‘In guiding the due processes of law, the 
neurologist and psychiatrist may render 
valuable service if they can establish cer- 
tain criteria which the legal profession can 
use to assess an epileptic factor. Let us Pos- 
tulate the criteria to be considered in at- 
tributing a crime of to an 
state: 
tay That the sition’ was to bona 
fide epileptic attacks. In the typical case, 
this assumption might be proved by an ac- 
curate play-by-play description of at least 
two attacks. In atypical cases, the nature of 
the spell may be determined only by a phy- 
sician’s observation of an attack. At times, 
the fit may have to be artificially induced 
by Metrazol or other drug, so that its 
coursé can be studied. If this is done, care 
must be taken to assure that the activating 


agent is given in minimal doses, and that 


a nonspecific effect has not been obtained. 

_ 2) That the spontaneous attacks of the 
individual are similar to the one which al- 
legedly occurred at the time of the crime. 
_ In other words, if the individual is alleged 
to have had a psychomotor attack at the 
moment of the crime, he should in the past 
have had such psychomotor spells, for epi- 
leptic manifestations tend to have the same 
dividual. 


3) That the period of loss of ieeces 


alleged to have been present is commensu- 
rate with the type of epileptic attack the 
individual had. Patients having focal motor 


seizures with a Jacksonian march do not — 


have-appreciable impairment of conscious- 


ness during the local jerkings, and may have 


no loss of awareness until the entire body is 
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petit: mal epilepay—simple staring or 


sence—do not lose contact in their attack . : 


On the other hand, psychomotor attacks ar x 


notorious for the confusion which follows 
even a brief lapse, and which may be th: 
only noticeable evidence of the fit. Thu. , 
focal motor attacks may pass through their 
entire sequence without any loss of con- 
sciousness, whereas temporal lobe seizures: 
may have a degree of unawareness dispro-— 
portionate to their motor phenomena. If 
the individual has had a series of epileptic 
attacks, a relatively long peri | 
sciousness or confusion may follow. © : 

4) That the degree of assumed uncon- 
sciousness is commensurate with the degree 


of unconsciousness the patient has had in 


previous attacks. If in his attacks the in-— 
dividual usually is confused and out of con- 


- taet for some hours, it would seem logical 


that a similar period might have elapsed 
at the time of his act of violence. It must be 
remembered that a patient in a psycho- 
motor seizure appears to the bystander to 
be conscious, and that he does react to per- 
sonal insults as if he appreciated them as" 


-such—so that he may seem to be motivated 
and yet not be conscious of the act. : 


5) That the EEG findings are compatible 


with the type of clinical disorder assumed to 
be present. Thus, if the individual is con- - 


sidered to have a temporal lobe epilepsy, a 


spike should be demonstrated in the leads — 


from that area. Repeated. normal EEGs 


should be construed as decreasing to. a one-- 
to-20 chance the possibility of epilepsy. A 


pattern of 14 and 6 per secend positive spike 


does not necessarily indicate an epileptic 


diathesis, nor is it’ conclusive evidence of 
organic brain damage. The diagnosis in such. 


cases should be based upon the total picture, 


and not biased by the EEG picture. - 


6) That the circumstances of the crime 
are compatible with the assumption of « 
lack of awareness of the individual at th: 
time’of the crime. This implies'that obviou; 
motives were not present, that the crime ap- 
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MURDER OR EPILEPSY? 
3 


jared to be senseless, that the mutilation 
unnecessarily violent and extensive, 


the murderer did not attempt to escape, 
| 4 iat he acted as if the act was foreign to 
Lb and that he had given no evidence of 


remeditation. 
7 It may not be possible to try the crime on 
‘2 of these criteria, but if several do not 


“appear to be met, one should look with sus- 
4 i¢ion basis of he homi- | 


Acpey are presented in which homicide was 
‘committed during the period of unaware- 
_ness. The characteristics of such crimes are 
discussed by reference to the ‘sparse litera- 
ture on the subject. 


psychopathic behavior of individuals 


having an EEG pattern of 14 and 6 per sec- 
‘ond positive spikes is described, and exam- 
of homicides are given. 

- Criteria are presented which should be 
“considered in deciding whether a homicide is 
murder, or a an epileptic | 


the 
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OBSERVATIONS THE DURATION or PHOTICALLY ELICITED 
AROUSAL | RESPONSES IN DEPRESSIVE 


W. P. WILSON, MD? ann N. J. WILSON, MD. 


The search for objective evidence of a 
neurophysiologic change in manic-depres- 
‘sive disorders and allied states has been a 
relatively fruitless one to date. Although 


several authors have studied these disorders 


electroencephalographically (1, 9-11), no 
consistent changes have been observed. 
Special techniques of study have been used 
but have produced equivocal results (2-4). 


_ Hypotheses regarding disturbances in di- 


encephalic function in depression have been 
formulated but, for the most part, have been 
based on the presence of clinical symptoms 


related to autonomic instability, and have 


not been substantiatell by evidence of 
change within the central nervous system. 
This paucity of information is primarily 
a result of the lack of investigative tech- 


niques in clinical neurophysiology, and only 


when new techniques are developed is fur- 
ther investigation of mental disease possible. 
The use of photically elicited EEG arousal 
responses, which are in part a measure of the 
level of activity in one anatomically deline- 
ated system (3, 12-14), afforded an op- 
portunity to study the central nervous sys- 


- tem function in mental disease; accordingly, 


this study of arousal response duration in 
aomgeale psychoses was carried out. | 


eee METHOD AND PATIENT MATERIAL 
' The 16 patients utilized in this study were 


. selected from a larger group (52 patients). 


All 52 patients were severely depressed 
males and females who had classic affective 
disorders characterized by a mood state- 
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3 — Durham, 
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ment of depression, and such gale | cor F 
comitants of the disease as disturbances cf _ 
sleep, appetite and sexual function. Patients _ 


were excluded if they had symptoms indi- 
cating disorders of content compatible with 


schizophrenia, or a long history of neurotic — 


symptomatology before the of 


the depressive illness. 


All of the patients 
healthy, and their food intake was con- 
sidered to be adequate. Supplemental multi- 
vitamin therapy was instituted on admission 


to the hospital if the patient gave a history _ 


of marked weight loss. None of the patients 
had received a tranquilizer for at least ten 


days, nor had any received a barbiturate 


for 48 hours preceding the recording. oe 

Electroencephalographic studies were 
carried out on all of the patients in the 
larger group. Twelve chlorided silver elec- 
trodes were applied in standard head posi- 


tions as determined by measurement, using 


the 10-20 system. Frontal, central, parietal, 


occipital, middle temporal, central vertex 
and ear electrodes were used. A control re- | 


cording, using three runs, was obtained on a 


Grass III D electroencephalograph. Arousal 
responses were then elicited by our pre- 
viously described technique (13). The in- 


tervals between flashes were randomly var-— 


ied from 5-15 SeC., with a ment interval of 
10 sec. 
Each record was visually 
the arousal response measured to the nearest. . 
0.1 sec. The values thus obtained were re-- 


corded and a mean value was calculated for 
each 30-sec., interval during the five minutes. 
Mean values for each 30-sec. interval for 


the entire group were calculated. Values : | 
for the control subjects were those obtained 
in 1 of our 
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subjects were healthy college | 
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RESULTS 


at the the | 


photic stimuli. and con- 
comitant movement artifact also tended to 
nterfere. A low alpha index was also fre- 
quently observed. As these factors were un- 
-controllable, it was necessary to discard all 
but 16 of the records. This low percentage 


‘vious studies, where 60 to 70 per cent of 


l records. The mean age of the 16 patients 
49 years. 

The data are in Table 1. 
' The arousal response duration of the 16 
"depressed patients had a mean value for the 
entire five-minute period of 1.18 sec., which 
considerably longe? (0.39 than 
‘the control value of .79. These were sig- 
“nificantly different at the .001 level of con- 
fidence. 

_ Inspection of the individual records of the 
patients revealed a marked intensification of 
Q the periodic variation of the response. In 
“many subjects, initial responses with a 


duration of 5-8 sec. were seen, soon fol- 
: alterations: in the duration of ‘the arousal 


lowed by responses as short as 0.4 sec. and, 
“in one instance, several zero responses. This 


“widening of the range of responses was such 
striking finding that, in two patients, fur- 
ther investigative effort was devoted to de- 


“termining the effects of mental activity on 
the patients’ alpha activity. These patients 


vere therefore asked to perform difficult 
_aleulations and to ruminate about emo- 


the it was that the 
3 umber of usable records to be obtained in | 
athe: study would be limited. In spite of — 
4 careful explanation of the procedure and 
the establishment of good rapport with the 
 atients, nearly all were quite fearful and/or 
was made. | 


of usable records is in contrast to our pre- | 
4 he subjects screened had satisfactory con- 
(14). The change may be a 
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1.18 
0.5-1 0.92 | 8? 
0.70 
152° 0.74 3,02 
2.53 0.74 1.26 
0.80 1.04 
0.75 0.93 
0.67 1.06 
45-5 0.55 1.02. 
0.79,M | 1.18, M 


tionally significant conflicts which were part 
of their preoccupations. In neither instance 
was there any change in alpha activity. — 


lowing the administration of a phenothiazine 
ed to rep- 
resent a decrease in the level of reticular 
activity. Morrell (10) observed an increase 
in the arousal response duration following ~ 
the administration of an amphetamine, 
which could be related to an increase in 
reticular activity. This increase is similar to 


in the duration of the mot perth fol- 


that. seen in the responses of depressed pa- 


tients. However, in contrast to Morrell’s ob- 
servations, where periodic variations were 


decreased by an amphetamine, the periedic . 


variations seen in the dep ‘Patients 
were markedly intensified. 


In an earlier report we that 


response cannot be ascribed solely to in- 
fluences on subcortical neurons, It is there- 
fore unwise to ascribe the changes seen here 
to changes in the level of activity in the 
reticular system of these depressed patients. 


Nevertheless, these studies suggest that in- 


volvement of the reticular system is possi- 


and, that the reased en- 
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vironmental awareness’ and altered sensory REFERENCES 
perceptions of depressed patients may be re- 1. P: Electroen of mani 


lated to increased inhibitory influences of | 


the: ascending reticular system on specific 


afferent transmission. This hypothesis is 


tenable in the light of the findings of pre- _ 


vious investigators (5-7) that stimulation _ 
of the reticular system simultaneous with 


the stimulation of a peripheral nerve de- 
ereases the amount of information reaching ° 
the cortex, and that depression of the system | 


with barbiturates increases the amount of 
information reaching the cortex (8). It is 
our hope that further studies now under way 
will shed some light on the question of the 
origin of the increased duration of the 
arousal response and its possible relation- 
ship to specific afferent'transmission. _ 
Finally, these changes apparently are not 
related to diet or to previously administered 
drugs, since these factors were well con- 
trolled. The alternate possibility—that the 


difference in ages of the depressed patients _ 


and the control subjects was responsible for 
the increased arousal response duration— 
may be discounted, since in another, as yet 


incomplete study we have found no increase 


in the duration of the response with age. 

Electroencephalographic arousal __re- 
sponses were elicited with single photic 
stimuli in 16 patients with psychotic de- 
pressive illnesses. The mean arousal re- 
sponse duration was significantly increased 
when compared with a control group of nor- 


mal subjects. The changes observed are con- _ 


sidered to be related to changes in the level 
of responsiveness of ‘the neuronal groups 
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vrature under reduced pressure and ex- 
acted the residue several times with 
-avetone. The purified acetone extracts were 
aetionsted on an hydroxide col- 


Venus heart. The biologic activity showed 
three peaks: the corresponding fractions 
1 ave ‘spots on the paper. chromatographic 


_tenin, respectively. 

In 1956 Rodnight (10) AE out simi- 
ar studies, combining absorption on cati- 
A ‘onic ion exchange resins and elution with 
“paper chromatography. In about one-quar- 
_ter of the urines the chromatogram showed 
a very slight indole spot in the bufotenin 
2 “region. When bufotenin was added to the 


urine extracts, the same spots enlarged. : 
Nevertheless, Rodnight concluded that 


Goienin could not be detected in the urines. 
: He also suspected that the spots observed 
3 ‘and tentatively identified as bufotenin by 


et (1959, » studied 
chromatographically the indolamines of hu- 


“research, program of thé graduate course 
“in psychopharmacology at the Faculty of 
a fedical Sciences of the University of Bue- 

nos Aires jn 1959. Batches of five and 10 L. 


4 t le d with. sodium carbonate and extracted 


gicas, Hospital Nacional ‘Neuropsiquiatrico de 
combres, Buenos Aires, 


BUFOTENINLIKE SUBSTANCE IN THE ‘URINE 


“Bumpus and Page might have-been caused 
by pdcnaagants that, in alkaline solvents, | 


“man urine, These studies formed part of a 
pooled normal human urine were satu-_ 
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- by butanol. The butanol extracts V were con- 


eentrated under reduced pressure and the 


- residues extracted by acetone. The acetone 


extracts were centrifuged, the clear liquid 
was concentrated again and the residue ex- 
tracted with acetone. The same process was 


repeated three times and the final residue 


was dissolved in one ml. of acetone, centri- 
fuged and assayed by ascending (monodi- 
mensional and bidimensional) and circular 
paper chromatography, using butanol-am- 


monia and propanol-acetic acid as solvents 


and dimethylaminobenzaldehyde as a color- 


; developing agent. Several spots of different 


colors were observed;-one of them corre> 


sponded to 5-hydroxytryptaniine, another 


(a very slight one) to bufotenin (color, Rf). 
The addition of 5- hydroxytryptamine and 
bufotenin produced no new spots, but the 


corresponding old ones were enlarged. 


Fischer (5) thought that schizophrenic 
symptoms might be caused by an increased © 
production of bufotenin. In 1959 Erspamer 


(3) considered the possibility that, qualita- 
tive aberrations in the biosynthesis of se- 


rotonin, such as formation of N-methylated 
derivatives, might play a role i in psychiatric 
disorders. To test the hypothesis, we assayed 
a number of urines of schizophrenic and 

other subjects with the method outlined 


above, but using only one L, of urine in each 


ease, The final volume of the acetone ex- 


tract was one ml, (corresponding to a total 


concentration of 1:1000), and 0.1 ml. was 


employed for each chromatographic assay. 
In five cases of schizophrenia we invariably 


obtained a characteristic spot correspond- 
ing to that of authentic bufotenin as to color — 


and. position, whereas in four Ss without 


psychiatric. disturbances no spots, were | 
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The jibiidace employed in this study was 


very similar to that: used in 1960 by Gessner 
et al. (8) in their work on the metabolic fate © 


of bufotenin administered to mice. When 
their paper was recently brought to our at- 


tention we felt that their method might 


have some advantages over ours, so we 
adopted parts of it (alkalinization to pH 9 
by sodium hydroxide instead of saturation 
by sodium carbonate, continuous extraction 
with butanol instead of repeated shakings). 
--One liter of urine was alkalinized to pH 9 
with a diluted aqueous sodium hydroxide 
solution and extracted with butanol (in the 
first assays, by shaking twice with 150 ml. 
each, later continuously during three hours). 
The butanol extract was then concentrated 
under reduced pressure at 40-50° and the 
residue extracted several times by acetone, 
with occasional heating. The acetone ex- 
tract was centrifuged and concentrated to 
dryness, and the extraction, centrifugation 
and concentration were repeated two more 
times. The final acetone extract was then 
concentrated to one ml. A total of 0.1 ml. 
was put on a paper strip (Whatman No. 5; 
1.5 cm. wide and 30 cm. long) with a capil- 
lary pipet in small portions and tested by 
ascending chromatography with butanol- 
ammonia (butanol saturated by concen- 
trated ammonia solution) as running sol- 
vent (24 hours). We later extended the 
running time to 36 hours, thus achieving a 
better separation of the spots. Color was 
developed by spraying with a two per cent 
‘solution of dimethylaminobenzaldehyde in 
1.2 n hydrochloric acid and occasionally 
also with diazotized p-nitroaniline. The 
spots were observed immediately, then after 
five minutes of heating to 110°C., and 


“We examined 15 urines toni hallueinat- 


“ing or catatonic (one) schizophrenic pa- 
tients and found in 14 a spot ss. 
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ferent Rf (0.74) and color 


-ylaminobenzaldehyde. 


only a very pale yellow coloration. 


to that of authentic bufotenin oe 0. & i 


color, violet-mauve), appearing only afi 
heating of a few minutes (usually fiv:). 


When bufotenin was added, the spot wis 
enhanced. In certain cases we observ -d 
a band occupying the upper region of tie 
chromatogram instead of the. ordina: 
rather round spot; in other 
was very slight. 
Added tryptamine formed 
olor (purple-violct, 
changing to green after 24 hours), appear- 
ing immediately after spraying with dimeth- 


p-nitro-aniline (a reagent for hydroxyin- 


doles) was used, bufotenin gave a red spot. 


This also occurred with the urine extracts 
of schizophrenics, whereas tryptamine oa 

In samples of the urine of ten Ss who were 
not schizophrenics, no spot corresponding 
to bufotenin was observed. Indeed, the 
whole upper part of the chromatogram was 


usually empty. 


In every urine, 
hyde revealed the yellow spot of urea (Rf: 
0.27 ) and an unidentified red spot (Rf: 
0.34). In ten schizophrenics and five Ss 
without mental disturbances, the blue spot 


of serotonin (RE 0.49) was. visible. 


cases the spot 


a spot of dif- 


When diazotized 


Bufotenin, or is 


present in the secretion of toads (12), in the 


fungus Amanita (13), in the seeds Pipta- 


denia peregrina (11), and in the nemato- 
cysts of sea anemones (9). In human sub- 
jects it causes psychotomimetic phenomena 
(4). Also, after the administration of bu- 
fotenin monkeys behave in a way very simi- 


lar to that observed after the administra- 


tion of N-diethy]-lysergamide (2). : 
It is evident that the chromatographic 


; assay alone, as used in our studies, cannot 


prove with absolute certainty the chemical 
nature of the substance in. question. It is 


therefore necessary to amplify our proceec - 


- 


es 


ies, but not present in ten urines of non- 
_psychotie persons. We believe our results 
‘support the possibility that an altered 
indole metabolism with anh inereased pro- 
duction, of N-methy]-serotonin or N-di- 
‘methyl-serotonin may cause schizophrenic 


is a ingredient of the 
ine of schizophrenics. We are at present 
Bungee in such experiments, in an effort to 
¢ tablish the identity of this substance by 
u ing a number of revealing agents and 

procedures besides the chromatog- 

, tr phy, and also to isolate the substance 

| fom a great amount of pooled urine. 

i sOWe feel it is suggestive that a spot indis- - 

3 cgtishable by two different reagents from 

4 that caused by authentic bufotenin was 


4 and positive results were obtained in 25. These 
?* p esent i in the u urine of 141 = 15 case cases varied. widely as to age and length of hos- 


1 


A 

Since this was written some new 
results have been obtained. The number of 
schizophrenics examined was increased to 26, 


iy 
i 
iy 
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a non-psychotic subject. 


matogram A: 
—=#RI 084: Violet-mauve spot of authentic bufotenin that appeared after five minutes of 


Rf 074: Purple-violet spot of tryptamine that turned green after 24 hours. | : 
Rf 049: Blue spot of 5-hydroxytryptamine | cf 
_Chromatogram B (a hallucinating schizophrenic subject) : 


Rf 027: Yellow spot of urea. 
Rf 034: Unidentified red spot.. 
Rf 049: Blue spot of 5-hydroxytryptamine. 
‘Chromatogram C (a non-psychotic subject): 


he 
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__pitalization, but all were men presenting hallu- 
cinations or catatonia, and none had received 
_ any treatment for 15 days before the test. The 
control cases (a total of 15), consisting of alco- 
holies, epileptics, neurotics and some clinically 
normal people, interned or living in the same 
‘hospital, consistently gave negative results. 
The urine extracts of three cases (two of 
catatonic schizophrenia, one of the paranoid 
form) were also tested with the acetic acid- 
_» jsopropanol solvent (12 vol. of isopropanol, 3 
vol. of glacial acetic acid and five parts of dis- 
tilled water), and the spots were revealed by di- 
-methylaminobenzaldehyde, diazotized nitraniline 
2-6-dichloro-p-benzoquinone-4-chlorimine. 
(The last reagent was recommended to us by 
Dr. Reio in a personal communication.) The Rf 
of authentic bufotenin and of the cgrresponding 
spots of the urine extract was 0.85. 
| Five further cases were studied with the sol- 
vent mixture called Dipream (recommended to 
us by Dr. Irvine in a personal communication). 
This consisted of 1 vol. concentrated aqueous 
ammonia solution and 9 vol. of distilled water, 
-‘gaturated with diisopropyl ether. Dimethyl- 
‘aminobenzaldehyde and diazotized nitraniline 


were used as revealing agents. Rf: authentic 


bufotenin and corresponding urinary epots: 
0.53; 5HT: 0.45 (tryptamine 0.58). : 


Seven cases of catatonic and 3 


schizophrenia were tested by bidimensional chro- 


matography (first run, acetic acid-isopropanol; _ 
second run, ammonia-butanol solvent; diazotized — 


nitraniline). Rf: bufotenin and corresponding 
_ urine spots: 0.85, 0.89; 5HT: 0.75, 0.40 
amine, 0.92, 


SUMMARY 
In the paper chromatograms of urine ex- 


tracts of 15 cases of schizophrenia, 14 
showed a spot which corresponded to that 


of authentic bufetenin. No such spot was 


found in the chromatograms of ten cases 


‘who were not 
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Sroxes, Apmuaw. Culture and the 
Tavistock Publications, London, 
1958. 101 pp. 15s. (G.B.) 

t Subtitled A Psychoanalytic Study of an 
as spect of Greek Civilization and Its Art, 


a cudies of Mr. Stokes applying the teach- 
_ ings of Melanie Klein to the psychology of 
_ grt. Classical Greek art isthere the field of 
observation, taken as a whole, with some 
- specific illustrations. Mr. Stokes’s thesis is 


accommodation [of the Good and the Beau- 
- tiful] to issue from an adjustment between 
_ the good objects of the super-ego and the 
: _€80. I shall say that the concept of beauty 
projects, not the ego-ideal, but. the ego 
an integrated system.” 

A Kleinian commentary follows; inter- 


-digitated with examples from the Greek ‘ 


cultural achievement. Although the com- 
“mentary encourages a rather unwieldy lan- 


aaa quite apart from the technical vo- He 


_¢abulary, an interesting argument emerges, 
the usefulness of which may not require full 
adherence to the theory. Art—and pre-em- 
_inently classical Greek art—originates in a 
_Teprojection to the external world of a fully 
‘integrated “ego-figure,” a uni- 
~ fied organization of the introjects. Follow- 
ing Mrs. Klein further, Mr. Stokes describes 
“the development of the ego in terms of the 
early antrojected objects—some good, some 
_bad—with the ensuing “paranoid” and “de- 


“pressive” attitudes of the ego in respect to 


the introjects. The potential chaos so rep- 


_ resented (and manifested in psychosis) is 


limited only to the extent to which fusion 


with the good objects predominates in the 
ego, and the tendency toward splitting of 
_ the inner world into its original warring 
“components is thereby restrained. So the 

Greek figure enhances our experience 


hrough its re-presentation of the “whole” 


tais short book is a continuation of the 


"stated at the beginning: “I consider this 


Book REVIEWS 
‘rhythm, of whatever 


_kind, restore ourselves to ourselves. 43 


_ Despite the inclusion in the book of'a few 

essays on linguistic and scientific develop- 
ment, no light seems to be shed on the 
causes of the special properties of Greek 


art, with its relative subordination of the 


superego. Indeed, this phenomenon, while — 


apparent in the best representations of 
archaic and classical sculpture, with its sub- 
limely humanistic dignity and serenity, 
tends to obscure our notice of the “Dio- 
nysiac” element in Hellenic culture, to say 
nothing. of its disintegrative and horrible 
elements, which demanded quite different 
treatment. Why it happened thus requires 


more attention to wide cultural and his- 


torical matters than a 
can afford. 


Ss. A. Leavy 


Sm M Mostly M David 
McKay, New York, PP.» illus. 
$495 


reader’s attention and to entertain him, an 


autobiography of perhaps the greatest liv- 
ing authority on forensic medicine in Great — 


Britain, with the added fillip of an enthusi- 
astic foreword by Erle Stanley Gardner. It 
is a popularized, smoothly written account 
that will firmly support the interest of most 
armchair detectives. A consistently high 
level of blood-letting obtains. 

“The author, born in New Zealand and 
educated at the University of Edinburgh, 
began his professional career during World 
War I as the principal medico-legal expert 
of the Egyptian Ministry’ of Justice. A 
decade later he returned to Scotland and 
held the chair of forensic medicine at Edin- 
burgh from 1928 until retirement in 1955. 
During a span of more than 40 years Sir 
Sidney’s expertise in ballistics and in the 


growth, manifestations of arsenic — brought 
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him into dozens of well known murder cases 
as principal medical consultant. They are 


all vividly presented here, together with 
histories of homicide by strangling, beating, 
stabbing and fire—a veritable saturnalia 
of gore. Sir Sydney’s especial skill seems al- 
ways to have been that of identifying the 


_vietim of a murderous assault, and the 


cause of death, from the least of evidence— 
a fragment of bone, a hank of hair. These 
are truly absorbing accounts. — 

This book will very likely have a wide 
audience. It is, needless to say, not written 
as a detached scientific communication, 
though parts of it might well have been. 
Neither the text nor the illustrative photo- 

graphs, however, will appeal be those read- 
ers with bland palates. 


“EAR. 


Zen; A Rational Critique. 


_ Norton, New York, 1961. 192 pp. $4.00 © 


In the years following the Second World 


_ War, American servicemen of a philosophic 


bent returned from. occupation duty in 


_ Japan with tales of a strange and wonderful 


institution apparently quite unlike any 
heretofore known in this country. This in- 


stitution of Zen Buddhism appeared to be 
not only a unique form of personal salva- 


tion, but also a world view of revolutionary 
impact—and, it almost seemed, whatever 
the particular exponent wanted it to be 
when he was talking about it. Since a vast 
amount of nonsense has been written in the 
last decade proclaiming the virtues of Zen, 
a reaction against this adulation was only 
to be expected. A blow in this cause was 
struck by Arthur Koestler’s recent The 
Lotus and The Robot; a second is struck 
by the author of this book, an anthropol- 
ogist with a pronounced interest i in nee: 
analysis. 

_ Dr. Becker states at once that bie purpose 


is “to' show that Zen really is a denial of 


life, a negation of the Western ethic of in- 


is basically a technique by which to achie: _ 
a mental breakdown of people so that thc’ 
can be made to accept a new ideology.” U: - 
fortunately, the tools Dr. Becker brings ny 
his task seem no more suitable than tho a: 
of the uncritical idolators who have pr - 
ceeded him. Like them, he has based hs 
argument on a handful of secondary 
sources; like them, he has accepted as “Zea _ 
Buddhism” whatever someone else said it _ 
was; like them, his scholarship has. been 
less than careful. For example, he attributes __ 


recital of the Nembutsu, the religious for- 


mula of the Shin sect, to one of the Zen 
schools, an equation roughly comparable to 
making recital of the Hail Mary an phearal : 


part of Quaker meditation. bs 


An even more serious failing for his un- ? 


dertaking, however, is Dr. Becker’s appar- 
ent lack of personal contact. with anyone 


who has completed Zen training, or even, 
perhaps, with anyone who has had any 
first-hand acquaintance with it. Since a 
better understanding of Zen seems most 


likely to be achieved by empirical study, 
and an anthropolegist would seem to be 
particularly well suited to collecting such 


data (which are far more readily available | 


now than even ten years ago), Dr. Becker’s 


failure to present personal observations by 
someone who has had any experience with 
Zen is a matter for regret. There is evidence — 
that Zen Buddhist training represents a 
distinctive form of influence, although one 
of considerably. less potency than Dr. 
Becker has been led to believe. My own 
impression—one shared by Fromm and 
Horney, among others, on the basis of con- 
tact with people who have undergone Zen 


training—is that these people show distinc-- 


tive personality features which they at | 
tribute to their training. These are far from 


systematic impressions; quite possibly 


they are in error. But far more urgently 
needed than another armchair essay on what 
Zen is about is an empirical study of its 
effects. Lifton’s work on Communis: 
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On 


Vy Dr Becker, is a model of such work. 


‘€tarting with intensive individual study of 
cople who had undergone “Thought Re- 
7 rm,” Lifton proceeded to relate it to Chi- 
“ase history and culture in an original syn- 


-tiesis which represents a significant 


dvance in our understanding of techniques 


_1uch misunderstood institution, and could 
ake a real contribution to our understand- 
—iig of human behavior in general, and to 


_ysychotherapy in particular. By contrast, 
Dr. Becker has done no more than | 


_ Bennert, Epwarp. Personality Assessment 


and Diagnosis: A Clinical and Experi- 
~ mental Technique. Ronald Press, New 


procedure could be classed as “obj 


x since it has standardized response cate-. 
and is subject to quantification), and 


direct” (since it asks of the person directly 
bee one wishes to know). The author 
_ speaks of it-as a method for “mapping sub- 

_ jective feelings.” In a forced-choice situa- 
_ tion, the testee is required to make certain 
_ statements about his attitudes toward him- 
self and others. What prevents distortions 
cin self-report? Dr. Bennett seeks to prevent 
distortions by giving the testee a forced- 
choice among unpleasant alternatives—for 
selecting negative traits that de- 
_ seribe oneself, on the assumption that one 
“has no easy way out. This is to the good as 


4 far as it goes—but it goes only so far. The 
_ alternatives are not equally unpleasant, 
andthe method ends by giving some un- 
_ mown admixture of “subjective feelings” 


i cf influence. Such a study of Zen would 
_-s2em more than justified in the current state : 
cf our knowledge—and ignorance—of this 


York, 1961. viii + 287 pp. illus. $8.00. 
= E Despite its rather imposing main title, 
this book is actually a ‘presentation of a 
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-is willing to report. This, then, is a self-re- 
port technique with the benefits of simplicity 
that such techniques have, but with incom- 
‘plete control over distortion, a lack that 
has led others to rely on “indirect” tech- — 
niques (including the tests, 

among others). 


And that, it seems to this covienten is it. 


For the rest, the book is a collectian of ma- 


terial sometimes loosely and sometimes 


closely related to the basic technique. It 
includes a totally unnecessary introductory 


section on personality theory, a section pre- 
sented with a theoretical oversimplification 
and a pedagogic definiteness that make it 


completely inappropriate for the profes- 


sional audience that.would read the book 


for the assessment technique proper. Also, 


even for an introductory textbook discus- 
sion of personality, this one is both too 
definite and too superficial in dealing with 
the vast field it seeks to cover. 

Some clinical sections are included, pur- 
portedly to show the applied uses of the 


technique, but the opportunity for careful — 
validation of what the technique measures, — 


by comparing it systematically to other 


aspects of the test records or case histories, © 
is missed. Instead, case and test materials 
are listed, and the self-report is tacked on. 


The author succumbs to the’ easy lure of 


looking over the self-report and selecting 


(by what principles?) whatever he wishes. 


This material does not, as the author im- . 


plies, give a “map” of feelings, but only 
some raw material for such a map. The map- 
ping must be done by the examiner in his 
search for relationships among the various 
items of self-report. Despite the claim of ob- 
jectivity and quantifiability, principles for 


such mapping are rarely given. We end up 


with only a list, one in which, to make mat- 


ters worse, causal relations are found by 


some unknown means. (A person says he is 
insecure and also unmechanical ; therefore, 
he is insecure partly . because he is unme- 


chanical in an industrial society.) 


two sections on research 
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previously been published. Some (adequate) 
test-retest reliability data are given, but 
validation ‘is still lacking..What about the 
person being reported in this research? The 
way he feels? Thinks he should feel? Is will- 
ing to report? Such sagpeieuaes are not: even 
approached. 

_ Why this was published as a book 3 is un- 
clear: the theory is not at a levei for the 


research audience, the research has in part — 


been published elsewhere, and the clinical 
chapters, while not of very high quality, 
shed no light even on critical aspects of the 
assessment technique. 

- What have we left? To this reviewer, it 
seems we have only an interesting assess- 
ment. procedure, of some usefulness, but one 
that should have been presented in a brief 


article. The procedure is simply one among 


many currently available, but it has the 
advantage of being readily adapted to the 
study of a wide range of content areas— 
attitudes, self-concepts, moods, stereo- 


types—some are in | 


volume. 
| Fred 


BRazier, Mary A. B. The Electrical pee 

tivity of the Nervous System. 2nd ed. 
Macmillan, New York, 1960. Xiv dng 273 
-pp., illus. $8.50 

“This second edition of Dr. 
ume is still a small book, although a sig- 
nificant expansion of the 1953 version. The 
first third of the book, devoted to basic 
principles. as derived icin studies of nerve 
fiber, is virtually unchanged from the ear- 
lier edition. This is not a criticism, since 
the current hypotheses of excitation and 
transmission have not undergone any basic 
changes in the intervening years. However, 
some mention might have been made of the 
voltage clamp techniques of Hodgkin and 
his colleagues, and of the elaborations of 
the ionic hypothesis to explain the action- 
potential, Tefractory and After-po- 
tentials. 


The section on transmission 


bees enlarged, and now embodies ee Z 
tion obtained from micro-electrode tec 1- 
niques applied to single cells. There is ta: it 
acceptance of the concept of chemical trar :- 
mission at synapses, with graded po: e 
synaptic responses, both excitatory ad 
inhibitory, providing the plasticity and t 1e 
matrix for the complex nei 


ronal interactions. 


found in sections on the reticular systen 
and in the demonstration of centrifugal 
controlling influences the: CN 
on peripheral receptors. 

_ The volume will continue to be of jeshaned: 

to all students of the nervous system, but is 
designed primarily for medical students and 


students in physiology. | 
K. 


istorical 
Studies of Medieval J ewish Medical 
- Works, Vol. 1, Fi ‘L-Jima, translated 
from the Arabic). Rambash, Brooklyn, 


ual Intercourse” (Medical 


New -York, 1961. 128 pp. $10.00. 


This slim volume is actually more the 
work of the translator and editor, Morris 
Gorlin, than of Maimonides, since only 
about 15 pages of its text are devoted to 
the latter’s original work, whereas the rest 
of the book contains (a) spurious work 
attributed to Maimonides, (b) excerpts 
from some of his authentic works, (c) source — 
material from various other authors, and 


4A) connecting commentary by Gorlin. 


Taken in its own right, M aimonides “On 
Sexual Intercourse” is largely a treatise on 
aphrodisiacs and anaphrodisiacs which, un- 
fortunately, faithfully follows most of the 
superstitions of its (twelfth century) day. 
Typical among its contentions are these: 
_ “The sperm is actually the surplus of the 
foods, which remains from what the organs 
require at the time of. the third digestion; 
therefore the body is emaciated when it 
thereof, in addition to the : | 
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deriving ‘from: squandering” 


; t on of the things which especially weaken 
7 xual intercourse. Sexual intercourse with 


“postained” (p. 31). 


“Mutton, young doves. all 


’ articularly the brains of hens, doves, and 
_soarrows, and rooster testes are very bene- 
 f.cial for the increase of the sperm and its 
production in all temperaments and ages, 
and so the marrow of bones, the yolk of 
hen eggs, dove eggs, pullet eggs, sparrow 
eggs and milk as it issues forth from the 
__udders, and of plants, the turnip, the onion, 
! and particularly their white variation, the 
- fennel, the mint, the chickpea, the kidney 
i , the bean, sesame and asparagus and of 


~ the tree fruit; seed of dry almond, of hazel- 
but, of grape, and of pistachio and the ker- — 
nels of the great pine: anh Indian nut. pis 


33-24) 

Mixed in. wits thoes of 
dicta are a few sage observations, including 
(as Gorlin enthusiastically points out) the 


also a psychologic process which depends 
upon his emotional responsiveness. These 
few wise notations in. no way compensate 
for the fact that Maimonides’ work is, of 
course, largely nonsense, and that. it has 
_ little more than interesting historical. value 
“today. Gorlin- has done an excellent job. of 


cal perspective and in publishing much of 


interesting source material connected 


ith it., His commentary, though awk- 

Ww cwardly. written, is valuable. The Maimoni- 

tries work itself may be.of value for scholars; 

the book be: read: quickly 

bit. of euriosa that 
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| 2 virgin, an old woman, a young girl who 
_ Jas not yet attained sexual maturity, or 
-'¢ woman who has already for several years 


chosomatic. interpretation ‘is. logical and lucid, although in some sec- 


tions the book is ponderous and over-writ- 


“over which the person has no: con ten. The authors present a discussion of the 


_putting the Maimonides treatise in histori- 


Americans View Their Mental 
Health; A Nationwide Interview Sur- 
vey. Basic Books, New ‘York, 1960. : 
xxxv + 444 pp. $7.50 ee: 
This monograph reports a spon- 


sored by the Joint Commission on Mental 


Illness and Health, set up by the Mental 


Health Study Act of 1955. 


A questionnaire designed by the Uni- | 
versity of Michigan Survey Research Cen- 


ter was used in interviewing 2,460 Amefti- 


cans over 21 years of age living at home. 


‘The goal was the measurement of self-esti- 


mated personality adjustment and methods 


used to handle emotional problems. The 


subjects were selected so as to represent | 
the total population as to age, sex, educa- 
tion, income, occupation and place of resi- 
dence. The interviews lasted one to four 


hours, and were conducted by people spe- 
. cially trained in such interviewing. | 


The questions had been pre-tested on a 
small group, and were so worded as to elicit 


- “true” attitudes and feelings and yet obtain. 
data—an enormous amount of data—that 
‘could be coded and analyzed statistically, 


The data are clearly presented; the style. 


interview questions, the: method of coding 


results, and the statistical data in table 
form, with an interpretation of the signifi- 
eance of the results. They explore adjust- 
ment in terms of how Americans feel about 
happiness ‘and anxiety, the relationship of 


marriage, children and the family, and the 


Tole of introspection in the self-image. The 
‘findings are then examined in terms of age, 
ca income, education and occupation. | 


- ‘Phe ‘section dealing with symptoms was 


‘toda on a factor analysis of a symptom | 
checklist which had been used in large part 

in the Midtown and/or the Sterling County — 
‘studies. ‘The Yielded four 
factors: 
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1) Psychologie anxiety (related to in- 


_sommnia, nervousness and loss of appetite). 


. 2) Physical health (related to pains and 
ailments, and cueseeean of ilk health with 
work). 


difficulty in getting up in the morning, and © 
a comment on some aspects of 
the American’s view of himself, in menial 
health terms, at midcentury. We can ho pe 


_to feelings of not being able to “get going”). 


4) Physical anxiety (related to shortness | 


of breath and other extreme physical 
‘Symptoms. 

These factors were analysed the 
aforementioned dependent variables. 
_. The ‘second part of the book considers 


the various ways in which people go about . 
-_yesolving their mental health problems. 


(Definition of terms, e.g., “nervous break- 
down,” was left to the individual respond- 
ent.) Some highlights of the findings: 


_ One out of four subjects felt he had had , 
problems for which professional help was 


needed, but only one out of seven had sought 
such help. Most had consulted clergymen 
(42 per cent) and non-psychiatric physi- 
cians (29 per cent). Some who wanted help 
(14 per cent) did not seek it because of a 
‘reported sense of shame. The data suggested 
that availability of psychiatric treatment 

did not in itself spur people to seek such 

help. The role of prayer, and active versus 
passive methods in handling» everyday 

problems, were also studied: — 

_ Those of our colleagues who must veuibiihe 
with state legislatures for funds to support 
psychiatric facilities will find this book 
helpful, for it contains the force of public 
opinion systematically collected. The scope 
of mental health needs from the constitu- 
-_ent’s point of view is clearly presented. 

The findings will also be useful to ad- 
‘ministrators who must plan the training and 
teaching of professional personnel. In- 
creased emphasis on training in pastoral 
counseling for clergymen is needed, as is the 
- education of non-psychiatric physicians in 
psychotherapeutic techniques, since these 
people constitute the first line of defense in 
dealing with emotional 


off, and a 
work. However, the vision and even the 
bravery of Spurgeon English have been re- 
‘sponsible for a documentation of Rosen’s 
work that should be the source of important 
for years to come. 


‘soplistibated view of behavior; they he e 


asked questions which allow for meaning ul 
conclusions, scientifically arrived at aid 
_ with sound attention to the 


such work, 
The is an interesting collection f 


that: another such study will be made in tie 


Myron ichler 


Bacon, CatTuerine L. anp Serr.ace, 
Catvin F. Direct Analysis and Schizo- 
Grune and Stratton, New 
York, 1961. vii + 128 pp. $4.25 
The saga of John Rosen could be boc 
justice only by a wide screen, living color 


-and epie Hollywood production with a firm 


but sensitive director. For this reason it is 
extremely difficult for scientists to be scien- 


tific around Rosen: he is effervescent, kalei- 
doscopiec, and never not interacting. Many 


psychoanalysts have simply written him 
few have openly damned his 


- Rosen’s therapy is difficult to evaluate, 
not only because of his unique and some- 


times disquieting personality but also be- 
‘cause Rosen represents an era. He carica- 
-tures the current trend in the psychotherapy 
‘of schizophrenics, which is away from the 
“poor gentle violet” approach; this means — 
that opinions on his therapy are difficult to 
tease out from the observer's bias about 


treatment favored today. Of the four con- 


tributors to this volume, English does the 
best job in separating Rosen the man froma 
a psychotherapeutic approach which en - 
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one not copy For example, 
‘ > reductio ad absurdum technique, and 
constant switching of learning contexts, 
ar> techniques which can be described in 


communication or transactional 


te ‘ms and which will, I am sure, help us all 
being a little more resourceful. 
| This book is something of a disappoint- 


pent if one has already read. Scheflen’s 


' pasterful report on his research on Rosen’s 
work (A Psychotherapy of Schizophrenia, 
published in 1960 by Charles‘C Thomas). 
However, there is an interesting clinical- 
@ecdotal flavor to the four reports, and an 
portunity to see how four different psy- 
¢hoanalytieally oriented individuals ap- 
proach the same data. English seems clearly 
‘the most interested and the most forgiving. 
Settlage is more concerned about psycho- 
analytic theory, and in certain ways his 
ontribution reveals the difficulties en- 
ountered in applying psychoanalytic con- 


¢eptualizations to the complex spectacle of 


R Rosen treating a schizophrenic. For ex- 
pele, do Rosen’s id interpretations aid the 


atient in repressing, or do the interpreta-_ 


tons decathect tightly bound complexes? | 
sn (who, as several of the authors point 


° ‘ is no theorist) has felt that his inter-— 


pretations release the need for certain de- 
fences; but it can also be argued that the 
shocking effect of Rosen’s statements may 
ause the patient to strengthen his defenses. 


7 It seems to me that neither of these view- 


Pp Points can be considered adequately with- 
jut a full understanding of the context in 


x which the interpretations are uttered, and 
: his context is a complex one indeed. It may 
pes be misleading to call Rosen’s interpre- 
tative statements to the patient “interpreta- 
F tions,” ” Rather, they should be viewed as a 
‘series of verbal and non-verbal messages 
‘fered in the framework of an interpreta- 
tion. In view of the help our colleagues in 
: the. social sciences have been trying to give 
T it would seem unjust to 


cave out the many “non-analytic” factors 


shound in the situation of Rosen’s 


‘treatment. Among these 


would be the 
power available ix the treatment setting, 
the fact that the patient is always in the . 


role of a guinea pig with a multiplicity of oe 


observers, and that many or most seem to be | 
lower class or lower middle class patients 
receiving free treatment from an eminent 
authority. For example, I have seen films 


in which Rosen makes an interpretation 


(or confrontation) to the patient and then 
turns to the audience and explains what he. 
is doing. Does this behavior on his part 
reinforce or undermine the effect of “the 
interpretation”? It seems to me that it 
forces upon the patient the need for an ad- 
justment between these two positions, and 
thus the need to resort to another level of 
communication. The patient can afford nei- 
ther to prove Rosen wrong nor to accept 


completely ‘his psychotic position in the 


goldfish bowl. When Settlage (page 70) 
states, “Crucial to my understanding is the 
mechanism of introjection,” I can only shrug 


my shoulders. It helps me little that he 


differentiates among incorporation, intro- 
jection and identification. My lack of en- 

thusiasm is not for these well defined psy- 
choanalytic terms, but rather in the — 
direction: introjecting what? When Rosen 
presents so many aspects of himself at the 
same time, and when the situation in which 
the patient finds himself is so complicated, 
I do not know what he “introjects,” if any- 
thing. Similar arguments can be raised 
about the use of terms like “good,” “bad,” 
“love,” mentioned in page after page of 
this book. Bacon (page 61) describes how 


Rosen gave a patient the formula E = MC? 
_ and thus protected her from voices so “she 


was free to form a relationship to Doctor 
Rosen and loved him as her rescuer.” I do 
not know whether one “loves” a magician, 
or whether one settles on a modus vivendi 
that includes not hearing voices whe the 
magician forbids them. © 

I doubt if psychiatrists will ever pay 
their debt to John Rosen. For one thing, if 
tried he probably would not aceept 
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it. It is, however, encouraging that under the 
leadership of English the work of this re- 
markable man is — for ne 


‘Don D. Jackson 


tT, HERSCHEL. Residential Treatment for 
Disturbed Child. International 
_. Univ. Press, New York, 1960. xii + 
437 pp. $7.50 
The Jewish Board of Guealien of Now 
York have traditionally been articulate in 
describing their efforts to meet the mental 
health needs of children. Alt’s book is 
clearly a fine addition to and a cumulative 
summary of what has been previously pub- 
lished. Although the focus is on the residen- 
tial treatment center, Hawthorne Cedar 
Knolls, @ purview is provided of the kinds 
of services needed by any community to 
deal with the seriously disturbed child. Por- 
tions of the book are devoted to planning, 
financing, physical plant, integration of 
treatment approaches, use of small residen- 
tial units, hospital wards, outpatient serv- 
ices, foster homes and so on. | 
_ The meat of the volume, however, i is the 
matter-of-fact description of the evolution 
of Hawthorne Cedar Knolls School from 
a training school to a treatment center. 
Hawthorne, established in 1906, has always 
been in the forefront of current rehabilita- 
tive philosophy. The author provides a de- 
tailed discussion of the various problems, 
solutions, and changes in program from 
1935 to date in the attempt to create a 


total therapeutic situation for the rehabili- 


tation of delinquent children. The historical 
perspective of 25 years of seeking “the total 
therapeutic situation” provides valuable 
insights for those coming more recently on 
the scene. 

"Over the years a number of studies de- 
signed to identify the characteristics of 


- Hawthorne children have led to the con- 


clusion that the social. delinquent is grad- 


disturbed, aggressive, defiant youngst r. 
There has also been an increase in the nu: 1- 
ber of fragile, non-delinquent..but dee; 


neurotic and psychotic’ childre: 


The basic theoretical frame of referer 2 


Hawthorne embodies a complete. BY 1- 


thesis of psychotherapy with the total liv- 
ing and educational experience of the child. 
Each child’s situation is studied compre- 
hensively, with classic psychoanalysis as 
the guiding orientation. Such a treatment 
philosophy becomes a reality when incor- 
porated into the attitudes of the adults and 
into every phase of the child’s management. 
Perhaps one of the most valuable sections 


of the book is the description of the inter- 


action over the years between the theoreti- 
cal treatment concepts, staff. training and 
the eventual influence on the actual experi- 
ence of the children. The essential problem 
is the extent to which clinical, educational 
and child-care functions can and should be 


-maintained. as distinct. and autonomous ac- 


tivities while at the same time serving as 
components of a treatment effort. 
Such a problem -eventually resolves into 
the training of the workers. Hawthorne has 
found that even the most highly: trained of 
professional workers seldom have: the req- 
uisite specialized knowledge and ‘skills for 


a residential setting, and require in-service 
training. But the child-care function is 
the foundation for total treatment, and dis- 
eussion of the responsibilities, prerogatives, 
status, training. and : supervision: of the 


cottage parents is exceptionally valuable. 
It is sobering to the beginner in residen- 


tial treatment planning to. learn that resi- 
dential treatment is a pluralistic problem, 


and that the environment must be differen- 
tiated and individualized for the: various 


diagnostic groups. The description of the 
struggles of Hawthorne to provide for a __ 
number of distinct treatment ‘units within 
the one larger institution is alone worth 
the price of the book: Four widely: varyin 
groups of children have been involved: the 
adolescent boy, the 
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ehild; ‘the young schizophrenic 

b id and the delinquent girl. The program 

by. 

Three detailed case studies are 
‘ » illustrate the treatment methods. The 
4 bow to do” bogks in this field are relatively 


yv, Residential Treatment for the Dis- 


uy bed Child is perhaps less dramatic and 

» theoretical insights are less exciting 
bm is the case with some of its predeces- 
s. Because of the publication policy of 

» parent agency, many of. the principles 

F planning and therapy seem like old and 

amiliar friends. But child psychiatry and 


: those engaged in planning of community 


programs owe a vote of thanks to the author 
| for providing this practical, common-sense 
g guide to residential: treatment. 2 


Frank T. Raffer 


[ULLAN, SEAN. of N eurosurgery 

for Students and Practitioners. 
| Springer, New York, 1961. xit+ PP. 
Since this was written for the 
dent and practitioner so that they might fit 


each new clinical experience into its modern 
framework, it may be pertinent to inquire | 


as 8 to the present sources of their knowledge 


the medical specialties—in particular, 


neurosurgery. A few decades-ago, small 
pocket. synopses of nervous diseases dis- 
tributed by the pharmaceutical houses 
Served as texts for many. students. Today, 
the majority of students rely upon systems 


@f general medicine and surgery for their 


Information. Few can name a textbook of 
neurosurgery or neurology. However, this is 
ot too. unsatisfactory a way of reading a 


8 ecialty, since most neurologic sections in 
textbooks of medicine and mrgery are au- 
t thoritatively written. 
_ One might ask, then, whut as: a 
book on neurosurgery has over the sectional 
fl scussion of the in a of 


detailed account of the an 
attempt to integrate neuro-anatomy, neuro- 
physiology and neuropathology into the 
clinical material; perhaps an effort to in- 


—troduce points of differential diagnosis into 


the diseussion; perhaps the presentation of 
more illustrative material, or perhaps the 
incorporation of more technical operative _ 
details into the text. Unless the extra space 


‘available is used for one or more of these 


purposes, the monograph has no particular 
advantage, from the standpoint of the stu- 
dent or general practitioner, over the sec- 
tional coverage of the specialty. 

The author of such a treatise has sketiins 
lar responsibilities arising from the fact 
that his is not a sophisticated audience. It 
is his duty to present an unbiased account 
of his subject, for the reader lacks the 
background for critical assessment of tech- 
nical material. Accurate data which can be 
incorporated without reservation into the 
thinking of the student or general practi- 
tioner. are essential. Moreover, the subject 
matter must be predigested, so that it con- 
sists of simple, proved and authoritative 
statements; hence, such a textbook must 
of necessity lag about five years behind the — 
wavering frontiers of knowledge. ! 

The author of this textbook apparentty 
believes that the student and general prac- 
titioner prefer a discussion of the specialty 
of neurologic surgery in broad generalities 
rather than in particularities. This is ap- 
parent in his discussion of the surgical 
afflictions of the nervous system, in the 
schematic line drawings which he uses to 
illustrate the anatomy of the nervous sys- 
tem and the pathologic alterations due to 
disease, and in the fact that only a few 
references (usually to monographs) are 
given for additional reading after each 
chapter. Within this framework the field 
of neurologic surgery, including a brief 
look at its history, is. adequately, covered 
in the 14 chapters. | 

~The neurologic surgeon will find. much 
“that is of interest in this book, but not a nee 
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that is new, and will find a number of points 
with which he will disagree. The statement 
that. hearing loss is the earliest symptom in 
acoustic neurinomas is contrary to the clas- 


sic teachings of Cushing, and out of line 
- with the experiences of most neurosurgeons. 


If the author is correct in saying that “it 
is quite absurd to test the strength of a pa- 


_ tient’s ankle by the examiner’s hand’’ (p. 


175), neurologists and neurosurgeons are 
playing the fool every day. Even a neuro- 
surgeon would find it difficult to understand 
the outlet syndrome of the thorax from the 
brief description given in a half-dozen lines. 
Striking omissions are noted: radioactive 


- geanning, a common procedure in many 
hospitals at present, is not mentioned, nor 


does the author say anything regarding the 


use of a stimulator in the surgery of periph- 


eral nerves. Many names are misspelled in 
the text, and typographic errors are rather 


frequent. 


On the whole, this the 


7 qneutitials of neurologic surgery, and can be 
recommended to anyone wanting a sone 
the subject. 


A. Earl Walker 


Escatona, AND HEIER, Grace 


Moore. Prediction and Outcome: A 
Study in Child Development. Basic 
Books, New York, 1959. xvi = 318 pp. 
$6.50 

‘Those readers familiar with ‘the 


: ign of the authors’ previous research re- 
ports and the quality of research conducted 
at the Menninger Foundation will expect to 


find exciting developmental ideas proposed 


and tested in this volume. Exciting develop- 
mental hypotheses are proposed in abun- 


dance; unfortunately, few appear to have 


been adequately tested in this research, _ 
_ ‘The authors have attempted to forecast 


various behavioral personality characteris- 


tics of preschool age children on the basis 


of observations made when these children 


Jess , than months of age. Tt 


peerst would have been inappropriate 


search of greater scientific and pract al 
significance than that of identifying inf nt 


behaviors which allow prediction of dim 


sions of subsequent development. Althor gh 
prognosis is crucial to social scientists < nd 
clinte: al practitioners alike, the data «nd 
processes upon which predictions are ba-ed 
are seldom explicitly and exactly specified. 
It is to the great credit of the authors ti vat 
they have attempted to ‘grapple with per- 
haps the most meaningful and yet the most 
difficult problem encountered in. under- 
senting human development. 
_ The researchers are of demonstrated com 
oulecies and the research issues of crucial 


- Importance. Yet the research product fails 
to meet -its promise. While methodologic 


rigor is difficult to maintain in a study of 
complex predictions of human behavior, 


nonetheless a series of methodologic inade- 


quacies diminished the potential contribu- 
tion of the study. These shortcomings may 


be classified as follows: 


1) Definitions of the variables are seldom 
offered. 

2) The relationship theoretical 
concepts and observable phenomena is of- 
ten either unspecified or equivocal. 

3) The inter-rater reliability of init 


pendent judges’ evaluations of aia ob- 
servation is inadequate. — 


4) Problems of the siepiiedtt validity of 
predictor and criterion are not 


seribe the general: process of | writing the 
predictions, the rationale for many of ae 
predictions is not clearly defined. 


The rales for judging prédicuons «4 


correct or incorrect a are not 
plified. 
9) Granted that statistical 


these data, more extensive data analye'g 
could have been performed. __ 
Some of. these: methodologic 
arise from the fact that. 
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bod comparing observations derived 

»n two separately planned and con- 
1. ted studies. The possible connection be- 
tw -en the two studies was not planned: in 
ad ance, but resulted from the fortuitous 
us of the same sample of subjects. The 
lac< of planned co-ordination between the 
p : dictor and criterion studies may have 
go: 1e advantage in eliminating certain ‘con- 
ta inating biases. However, many earlier 
pr diction studies have indicated the criti- 
ea: need for carefully selecting, defining 
api measuring criterion variables to pro- 
vice the exact information required by the 
prediction. The disadvantages of perform- 
i . prediction studies upon data derived 
from accidentally juxtaposed or sequential 
shidies probably for the advan- 
tages. 
qnstrate the value of employing groups of 
assessors in personality research. However, 
aiter jointly conducting their-study, Esca- 
lona and Heider found that they~could not 


sis, interpretation and form of presentation, 
and so they have apparently reversed the 
echnique of combining the skills of ex- 


rienced psychologic evaluators by pre- 


uctory remarks about their. broad. the- 


retical framework and the background of 


the study, no attempt is made to contrast 


the two approaches carefully and to: assess 


their relative merits. 


likely reaction to 
bjections is that they are only to 
‘statistical prediction,” and that this book 
describes. “clinical,” not statistical, predic- 
_ tion, Dr. Escalona states frankly that the 
*oggregate of predictive statements for 
child is a heterogeneous. assortment 
simple. theoretical derivations, 
3 ven simpler empirical observations which 


@rate analyses of the data derived from. 
o separate studies. Beyond common in- 
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child in question, and a peculiar variety of 
focused fantasy products which often 
reached some degree of complexity,” and 
that “predictions took this shape not be- 


-eause I thought this good scientific proce- 


dure but because I could not do it in any 
other way...” (p. 22). The predictions 
were made through a “subjective experi- 
ence of emergence” (p. 23). The yield from 


‘such an approach would seem to assess the 


clinical facility of the individual predictor, 
rather than the predictive validity. of spe- 
cified theoretical concepts. 

It is unfortunate that these 
difieulticn mask the important assets of 
this research. Intriguing substantive spec- 
ulations and conclusions are offered con- 
cerning the variables of activity level, mo- 
tor development, interests, affects, social 


behavior, speech and symptomatology. The 


book is a storehouse of ingenious hypothe- 
ses and insightful observations. It should 
definitely be read, not because it offers ade- 
quate tests of the hypotheses, but because 
it proposes exciting new directions for 
about: child development. 


Gerald S. Lesser 


Cuapanis, A. Research Hu u- 
Engineering. Johns Hopkins 
_ Press, Baltimore, 1959. xi + 316 Pp. 

The title of this fine’ a pioneer 
while in the field of human engineering is 
inclined to be misleading. To this reviewer 
it suggests a handbook for the expert in 
engineering psychology which provides in- 


‘formation. on the latest in equipment and 


procedure for handling particular human 
engineering problems. It is no such thing. | 
It is, rather, a elearly written primer of the 


experimental method, illustrated by exam- 


ples from human engineering. It could have 
been illustrated as readily by studies from 
other areas of experimental psychology, 
physiology. or experimental medicine. It 
pens makes valuable reading for the spe- 
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cialist—e.g., the engineer, the physician— 
whose formal education has not included 
training in the logic of experimentation, 
but who finds himself in the role of re- 
searcher. It is well suited for use as a sup- 
plementary text for a beginning course in 
experimental thie: reviewer 
plans so to use it. 

Research. Techniques in 
neering is a revision of a monograph, The 
Design and Conduct of Human Engineer- 
ing Studies, prepared for the military ser- 
vices. There are eight chapters. Only three 
—one including materials on time study 
and motion study, one describing the criti- 


-¢al incident technique in accident research, 


and the final chapter, on articulation test- 
ing—focus on human engineering in a nar- 
row sense. Even here, no clear distinction 
is made between human engineering and 
the closely related area of human factors 
research. (This reviewer prefers to limit 
the term human engineering to the consid- 
eration of human factors in machine de- 
sign’ and layout.) The chapters on experi- 
mental design and* the psychophysical 
methods are excellent introductions to these 


topics. It is regrettable that no attention is 


given to trend analyses, on the one hand, 


or to scaling methods, on the other, since 


the methodologic repertoire of no experi- 


menter—either basic or applied—is com- 


plete when he has learned only to measure 


psychophysical thresholds and to perform 
“yes-no” experiments that simply identify 


variables as affecting or not affecting the 
dependent variable under consideration. 


Perhaps. the best. chapter in the book is 


Chapter 6, which deals with the problems 
associated with using human subjects. Even 
the experienced behavior scientist would. do 
well to review it periodically... 
There is a lengthy discussion in Chapter 


| 5 of the question of realism in experiments, 


in which, it is pointed out that realism usu- 
ally must. be sacrificed to achieve adequate 
control. Meanwhile, it. is obvious that: an 


theoretical substrate, and several chapte: 


is of dubious value unless its results: may be 


generalized beyond the specific conditions 
of observation. The writer would h:.ve 
added clarity to the discussion if he |.ad 
distinguished between a realistic and a r »p- 
resentative experiment. The latter need .0t 
be done under “real life”. ‘conditions, out 
need only simulate in some way the critical 
features of the ‘situation for al- 
ization is desired. 

~The book is well it 
ever, a faint flavor of condescension, an oc- 


casional tendency to write: down to the- 


reader, seen in spots as needless prolixity. 
For example, on pp. 77-78 a ‘good half-page 
is devoted to saying that; in collecting data 
on accidents, it is important to employ per- 
sonnel who are well trained and: conscien- 
tious. And there is an occasional careless 
phrase. For example, on p. 17 it is stated 
that the pooled statements of several ob- 
servers are uniformly more valid than those 


_of a single person. Statements are: either 


valid or not valid, and it is likely that the 
author was thinking of reliability _— he 
commented on validity. 

These comments notwithstanding, ‘Re. 
search Techniques in Human Engineering 
is well done and warrants the attention of 
any person who wants to learn how. to do 
ences. 


Faro, The and: Ses 


_ wuality, Grune and Stratton, New York, 
1960. Vili + 296 pp. $5.50 

With an academic in psy- 
Dr. Fried (now Senior Supervisor 
and Lecturer at the Postgraduate Center 
for Psychotherapy, New York, and a mem- 
ber of the faculty of the Albert Einstein 
Collegeof Medicine) has set herself the 
task of observing and describing how the 
ego operates in love and sexuality. Psycho- 
analytie concepts seem to form: a vagi é 
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Pa ression and the relationship of hostility. 


‘40 sexuality. Beyond a simple presentation 


the libido theory and a vigorous attack 


» the culturally oriented psychoanalytic 


ools ‘which are said to reject nonra- 
Bs 3 aality, Dr. Fried does not really come to 


gr ps with many of the een erste 
th :t her-subject entails. | 
\ relatively simple level of. 


is not easy to determine who: might profit 
most from this volume. The intended audi- 
ence is nqwhere specified. Now and again a 
ihost provocative idea appears, but the 
book does not seem to have been directed 
the serious scientific student. It could 
hardly be recommended as core reading to 
psychoanalytic candidates. Psychiatric res- 
idents or clinical psychology students might 
find herein some points of value about adult 
sexuality, but at the risk of having them 
embedded in something less than a full- 
bodied psychoanalytic presentation.-In cer- 
tai 


and, conceivably, profit from reading this 


presentation suggest that Dr. Fried was 
writing for the educated layman; a recur- 
tent point of view much akin to “mental 
; hy giene” makes one wonder whether it 
| might be usefully. recommended to newly- 
y , or perhaps to some patients. But its 
approach is detached and coldly clinical, 


and. so raises doubts“about its appropriate- 


ess as a source of sexual —- 
fora lay audience. 


The book is based on 
psychotherapy, carried out 


both individual and group settings. The 
‘operational: meaning, the setting and the 
specific therapeutic techniques’ employed 


‘tre, however, described only by indirection, - 


and are not entirely clarified by the many 
iet case sketches. These latter illustra- 
tons imply a remarkable successfulness of 


dynamic formulations, 


is consistently maintained:;. nonetheless; 


Monograph. Some aspects of the simplified 
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neat and tidy, 
abound in the highly abstracted case re-— 
ports: they nicely illuminate the points 
made, but: are shorn of the perplexing com- _ 
plexities that are most often found in clin- — 
ical practice. Chapters deal with such as- 
pects of sexuality as “unresponsiveness,” 
“pains of boredom” and homosexuality. 


There is an almost exclusive preoccupation 


with adult and marital problems (one chap- 
ter is devoted to masturbation in adults) ; 
sexuality in childhood and in late adulthood 
is dealt with not at all, nor are such patho- 
logic as and 
ism. 

Clearly Dr; Fried means well for her 
réiideis and in these pages has offered some 
of her rich clinical experience. She wants 
sex to be enjoyed; she favors the kind of 
personal fulfillment with which an arrested 
ego might interfere; she deals with some of- 
the dilemmas sexuality poses in our lives 


and in psychotherapeutic work. Her book, 


however, is not in sharp focus, and clearly 
is not. an exhaustive treatise on pega = in 
= 


E. M. The Din Conbape: Of 
Alcoholism. Hillhouse Press, New Ha- 
1960. ix + 246 pp. $6.00 | 


_ For a number of years Dr. Jellinek has 


played the role of elder statesman in the 
field of alcoholism. And let there be no mis- 
take about it: unlike schizophrenia or manic 
depressive psychosis or anxiety neurosis’ or 
hysteria, alcoholism is somehow 4a field unto 
itself, even a way of life, absorbing the 
energy and a good deal of the emotion of 
many working within it. As a friend of the 
reviewer once put it: alcoholism is the only 
psychiatric syndrome which has literally 
developed a national movement: 

Aleoholism as a clinical problem has > 
past and present history of inspiring loy- 
alty or distaste; there are those ‘who are 
earnestly devoted to the problem and those | 
ines scoff at its aficionados. To attempt to 
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behavior in those who deal with it is a task 


for the social historian. Perhaps the solu- 
tion is simple: as a pathologie behavior tied 
to issues of moral values and religion, to 
economics and law, to social custom and 
ritual, it has—deservedly—a unique place 
among the syndromes of psychic aberration. 

Dr. Jellinek reviews the history of alco- 
holism-as-illness, pointing out that the 
“new approach” is really an old approach, 


renewed. He grapples briefly: with the ques- 
tion of how to define disease, and ends with 


this: ‘‘A disease is what the medical profes- 
sion recognizes,”’ (What is there in the prag- 
matic American character that makes such 
definitions palatable? Intelligence is what 
the intelligence tests measure, and Dr. 
Conant has remarked that sometimes he is 
“ready to define education as what goes on 


in schools and colleges.”’) Since the medical 


profession has accepted alcoholism as an 


illness quite officially, therefore alcoholism 

is an illness. But alcoholism-as-illness or | 
- aleoholism-as-disease as opposed to what? 
There are at least three issues here, and Dr. 
Jellinek deals with the first. and second 


briefly in a summary table (pp. 55-59). 

1) There are those who take the position 
that alcoholism is a symptom and not a 
full-blown, self-contained clinical entity. 
Alcoholism, then, cannot be called a dis- 
ease, any more than can a high fever or a 
headache or ‘pain. Alcoholism, according to 
this view, occurs because the individual is 
neurotic or psychopathic or psychotic, and 
it is these diagnostic categories that con- 
stitute the disease condition, not the alco- 


| holism. 


a sin? Not psychopathologic but. immoral 
behavior? Few professional individuals 
hold this position, and even the churches 
have been quite active during the last dec- 
ade in promulgating a view of alcoholism as 
psychopathology. As a result, perhaps, of a 
barrage of educational material (A.A. pub- 
lications, television plays, articles in pop- 
ular magazines), public views of alecholiem 


also seem to sais shifted from sin to i |- 
ness—although, as Dr. Jellinek wis iy 
points out, this may very well be a kind . 
lip-service opinion’ But public views hc ve 


shifted as more and more people come 0 


look upon schizophrenia, juvenile del: 1- 
quency, even alcoholism, not as sin, or 
punishment for sin, as 
mal behavior. 

3) Finally, there. is le: of 


-whether alcoholism should be called a dis- 


ease rather than deviant’ behavior. Here, 
the issues raised by Szasz in his paper, “The 
Myth of Mental Illness” (Amer. Psychol, 
15: 113-118, 1960), are relevant. He points 
out that “the norm from which deviation is 
measured whenever one speaks of a mental 
illness is a psychosocial and ethical one.” 
What complicates the question is, of course, 
that alcoholism is not merely an acting out, 
not merely deviant drinking behavior, but 
ane involves, as Dr. Jellinek. lists them, 

.. tolerance, craving, habituation, sensi- 
tivity, compulsion, ‘habit forming drug,’ 
withdrawal of control,’ 
sO forth. 

clearly: “... Anomalous forms of the inges- _ 
tion of narcotics and alcohol, such as drink- 
ing with loss of control and physical des | 
pendence, are caused by physiopathological 
processes and constitute: diseases. ” It fol- 
lows from his preference fora “physio- 


pathological” explanation that he has little 


patience with or interest in a psychoana- 


lytic view of alcoholism. The dogmatism of : 


psychoanalysts about alcoholism (or any 


other issue) is not defensible, but at least. 


two recent psychoanalytic papers have sug- 
gested some fresh thinking on the subject: 
Dr. Jellinek’s conclusion—that psychoana- 
lytic theories “...do not go beyond what 
the psychiatric’ and the for- 
mal psychological theories have to offer”. 
—gave me pause. As an interested student 
of these theories, I would ask him ‘to b> 
more explicit. I think that psychoanalyti: 
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ybtally no overlap with “non-analytic 


chiatric and the formal peysholegical 


ah. ories. 
pr ach most promising, but the fact of the 
m: tter, as he points out himself, is that ‘the 
in ‘iating process of addiction” is the con- 
¢e 1 of this theory, and it “does not exclude 
vy other etiological theories’’ 
Psychoanalytic theory and learn- 
in:; theory are not necessarily competing 
tempts at. description and explanation. If 
e process of learning how to be addicted 
cre to be satisfactorily explained by learn- 
ix theory, the question would still remain 
chy individual X comes to acquire this 
learning and not individual Y—i.e., what 
Ii : e experiences and group memberships. 
have readied te learn-how-to-be-ad- 

dicted. 
The author varies in his 
iifferent research approaches. Granted that 
a laboratory experiment with rats is not the 
equivalent of psychoanalytic ~ interviews 
with patients, someone will have to con- 
vince me that a more rigorous laboratory 
experiment. with 53 rats turns up more “sig- 
Rificant” findings than a_ psychoanalytic 
study of 52 patients. I am not speaking 


: against laboratory animal studies of com- 


plex behavior, but I am wary of the reason- 


‘ing-by-paradigm which pervades animal 


work. The animal experiment defines terms 
like anxiety and fear and conflict. more pre- 
cisely, i.€., operationally, but that is not to 
‘say that the rat is experiencing the human 


‘anxieties and fears and conflicts that ini- 


fiate the process of addiction, according to 


‘the theory. Dr. Jellinek, like others who 
‘must evaluate “behavioral science,” is more 
‘entranced with science than with behavior. 
Research is not necessarily “significant” 
_just because it contains hard, statistically 
workable data. Psychoanalytic “research” 
do not- follow the rules of scientific 


tethod, but, viewed as a potential source 
»’ hypotheses, they have their place. This 
Pint of view is ‘supported 
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in a recent, careful research sony by Gib- ; 


bins and Walters of the homosexuality is- 


sue in alcoholism, “Three Preliminary 
Studies of a Psychoanalytic Theory of Al- 


cohol Addiction” (Quart. J. Stud. Alcohol, 


21: 618-641, 1960). These authors con- 
cluded that “while the experiments as a 
whole do not provide strong evidence for — 
the psychoanalytic theory, the results sug- — 


gest that this enery should not he lightly 


discarded.” 

All writing Dr. J | 
linek, holding the point of view he does, — 
excludes some recent writing which would 
have been worth his attention,’ but in- 
cludes an uncritical reference to an anthro- 


pologie study? which has “clearly shown” a ~~ 


statistical relationship. However, as Dollard 
and Miller point out in Personality and 
Psychotherapy (McGraw-Hill, New York, 
“This study would have been more 
convincing if separate ‘raters, unaware of 
the purpose of the study, had independently _ 
made the ratings of insobriety and of © 
anxiety-provoking subsistence hazards.” It 
is laudable to take a theoretical position 
and state it clearly and openly, as Dr. Jel- 
linek has done, but let us recognize that a — 
theoretical position tends to influence one’s . 
perceptions and interpretations. 
The main strength of this book is in ‘its 
global view of alcoholism. It is always 
humbling and a-jolt to our ethnocentrism 


to be made aware of the fact that each of 


us knows well only one or two communities 
in one country, and that a whole lifetime of 


‘specialization may give us insight into a 


relatively small sample (smaller and smaller 


as the world population gets larger and 
larger). ‘From his. witts the 


psychodynamic functions of alcohol. Quart. J. 
Stud. Alcohol, sri 649-659, 1958; and Wirx1n, 


H. A., Kanp, 8. A. ann Goovenovan, D. R. De- 
pendence i in alcoholics. Quart. J; Stud. Alcohol, 20: 
493-504, 1959. 

Horton, D.. functions of alcohol in 


itive societies: A cross-cultural study, Quart. J. 
Stud. Alcohol, at 199-320, 1943. 
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